THE JOURNAL 


of he American Medical Association 


Published Under the Auspices of the Board of Trustees 


VOL. 163, NO. 6 


CHICAGO, ILLINOIS 


Copyricut, 1957, spy AMERICAN MEDICAL ASSOCIATION 


FEBRUARY 9, 1957 


PROCTOSIGMOIDOSCOPY—INCIDENCE OF POLYPS IN 50,000 EXAMINATIONS 
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and 


James D. Majarakis, M.D., Chicago 


The interrelationship between benign rectal polyps 
and cancer of the colon and rectum has often been re- 
ported. Carcinoma of the colon is the third most fre- 
quent malignant tumor in women. Carcinoma of the 
genital organs is first, and cancer of the breast is sec- 
ond, In men, too, carcinoma of the colon is the third 
most frequent site of malignancy, carcinoma of the 
stomach and lungs being the first and second in order 
of frequency. 

Approximately 75% of the cases of carcinoma of the 
large intestine are in the sigmoid and rectum.’ More 
than half of such tumors are palpable with the finger. 
Benign mucosal polyps of the rectum and colon occur 
in both sexes, are slightly more common in males than 
in females, and appear at all ages, with increasing in- 
cidence in the advancing years beyond 35. 


Etiology 


Benign mucosal polyps are true tumors and are 
usually considered as premalignant lesions. They are 
the result of an inherent defect in cellular growth and 
not the result of an inflammatory process. It is recog- 
nized that a high percentage of malignant lesions 
of the colon and rectum originate in preexisting benign 
mucosal polyps; therefore, when such premalignant 
lesions are discovered, they should be removed sur- 
gically as soon as possible after diagnosis. 
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In order that premalignant polyps may be discov- 
ered early, proctosigmoidoscopy should be an essen- 
tial step in every general physical examination. It 
should be performed routinely and periodically for pa- 
tients over 45 years of age, even when rectal symptoms 
are not evident to the patient and have not been re- 
ported to the physician. 

Precautions.—The examination itself may be accom- 
plished without danger, provided the following ordi- 
nary precautions are taken during proctosigmoid- 
oscopy: (1) routine digital examination of the rectum 


* Proctosigmoidoscopy was accomplished in 50,000 
cases with but a single instance of perforation by 
observing these precautions: digital examination of 
the rectum before inserting the instrument, blind 
insertion of the instrument only as far as the finger 
has explored, infrequent use of air inflation, special 
care in passing diseased segments, and care not 
to push the instrument forcibly against the intestinal 
wall until the lumen ahead has been identified. 
All subjects were asymptomatic and between the 
ages of 20 and 76. Polyps were found in 3,952 
cases. Of these, 328 were malignant. In addition, 
19 cases of moderately advanced rectal cancer 
were also found. Digital examination and procto- 
sigmoidoscopy are effective in early detection of 
cancer. The early removal of rectal polyps will pre- 
vent many carcinomas of the colon. 


before passing the sigmoidoscope, (2) blind insertion 
of the instrument only as far as the finger has explored, 
(3) infrequent use of air inflation, (4) restraint in forcible 
passing of a stricture or an inflamed or ulcerated area 
that resists the easy passage of the instrument, and (5) 
care not to push the instrument forcibly against the 
intestine wall until the lumen ahead has been identified. 

Position.—The ordinary examining table is adequate, 
although proctoscopic tables may be more comfortable. 
The patient should be placed in the knee—left 
shoulder position, with the head turned to one side and 
the cheek resting on a small pillow. The feet and ankles 
are extended beyond the end of the table, and the 
knees are placed wide apart. The thighs should be at 
right angles to the examining table. 

Procedure at Cancer Prevention Center of Chicago. 
—The Cancer Prevention Center of Chicago provides 
for the public an adequate complete physical and lab- 
oratory examination for the detection of early cancer. 
Patients are not treated at the center. All patients are 
referred directly to their private physicians for further 


From the Cancer Prevention Center of Chicago. 


Read before the eighth Annual Teaching Seminar of the International Academy of Proctology, Chicago, April 23-26, 1956. 
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diagnostic or therapeutic procedures. All of the medi- 
cal examiners are qualified or eligible members of the 
medical, gynecologic, or surgical boards, Patients seen 
at the center must not be under any form of therapy 
by their private physicians at the time of examinaion, 
because the examination is performed on presumably 
normal healthy asymptomatic persons.” A proctoscopic 
examination is one aspect of the routine examination. 
All positive findings, especially of rectal polyps, noted 
by the initial proctoscopist are confirmed by a senior 
board member of the clinic staff. 

Stool analyses for occult blood are made routinely 
for all patients after a five-day meat-free diet. When 
occult blood is observed in the stool and no positive 
findings are noted on proctosigmoidoscopy, the patient 
is advised to see his private physician with the recom- 
mendation that complete gastrointestinal roentgeno- 
grams be obtained. Special proctoscopy tables are 
employed for convenience and comfort. Air inflation 
during examination is not permitted. 

During the 12 years since the establishment of the 
Center in 1943, 50,000 proctosigmoidoscopy examina- 
tions have been performed. Only one case of perfora- 
tion of the sigmoid has been observed: five years ago 
such a diagnosis was made at the time of procto- 
sigmoidoscopy. The patient was hospitalized immedi- 
ately. At surgery a 2-cm. tear in the sigmoid area was 
sutured. The patient had an uneventful hospital course. 


Incidence 


Rectal Polyps in Routine Proctosigmoidoscopy.— 
Report incidences of rectal polyps vary from 2.8 to 
15%. Wilson and co-workers * of the Yates Memorial 
Clinic of Detroit reported in 1955 on 20,847 examina- 
tions in which they found 604 polyps, or an incidence 
of 2.8%. Swinton * in 1954, reporting from the Lahey 
Clinic on a series of 8,000 routine proctosigmoidoscopic 
examinations, gave a total of 400 patients with polyps, 
or an incidence of 5%. Smith’ of Colorado in a series 
of 1,000 consecutive proctosigmoidoscopic examina- 
tions reported 62 patients (6.2%) with polyps. We 
found 3,952 polyps (3,624 benign and 328 malignant ) 
among 50,000 patients between the ages of 20 and 76 
who were apparently healthy and asymptomatic but 
who underwent proctosigmoidoscopy at the Cancer 
Prevention Center of Chicago over a 12-year period. 
This represents an incidence of 7.9%. Young ° of Wash- 
ington, D. C., reported routine examination of the 
proctosigmoid region in 500 asymptomatic patients and 
found 44 polyps, or an incidence of 8.8%. Runyean * in 
1951 reported 274 adenomas, or an incidence of 12%, 
among 2,226 patients having routine proctosigmoido- 
scopy. Fansler * reported from the Cancer Clinic of the 
University of Minnesota in 1953 that, of 256 patients 
examined, 38 polyps. were found, or an incidence of 
15%. 

Rectal Cancer in Routine Proctosigmoidscopy.—In 
the course of routine physical examination of appar- 
ently healthy, asymptomatic persons at the Cancer 
Prevention Center of Chicago many carcinomas are 
disclosed, the importance of routine proctosigmoid- 
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oscopy is underscored. Among 50,000 patients seen over 
the 12-year period (1943-1955), 328 carcinomas in 
polyps in such asymptomatic persons were discovered, 
an incidence of 0.65%. In addition, 19 cases of moder- 
ately advanced rectal cancer, or 0.035%, were found. 
Other reports show a slightly higher incidence of rec- 
tal cancer in apparently healthy asymptomatic persons 
discovered in the course of routine proctosigmoid- 
oscopy. Young” found five carcinomas in 500 routine 
examinations, an incidence of 1%. Fansler * of the Can- 
cer Clinic of the University of Minnesota found four 
cancers in 256, an incidence of 1.56%. 

Polyps of Colon at Autopsy.—The incidence of polyps 
of the colon found at routine autopsies varies. This 
variable is seen to have a range of 4.19 to 21.4%. 
Stewart" reported the incidence of polyps in the colon 
in all ages at 4.19% in 1,815 consecutive autopsies. 
Other reports have demonstrated wider variances, 
probably accountable to the diligent scrutiny of the 
pathologist and to the inclusion of autopsies of the 
younger age groups. 

Susman’® reported a 6% incidence of polyps in the 
colon in 1,100 consecutive autopsies. Felsen’! in 955 
autopsies, excluding the newborn dead, reported an 
over-all incidence of 9.6% with polyps in the colon. 
C. W. Mayo” in a series of 100 autopsies, following 
postoperative death in nonmalignant diseases, gave an 
incidence of 16 with polyps in the colon. Feyrter'® in a 
series of 1,800 consecutive autopsies in Germany re- 
ported a 21.4% incidence of polyps in the colon. 

Polyps with Associated Carcinoma of Colon.—When 
carcinoma of the colon has been revealed, the asso- 
ciation of polyps is often demonstrated. Stewart’ re- 
viewed 79 cases of carcinoma of the colon; in 26.6% 
of the specimens there were associated polyps. Mayo'* 
reviewed 334 cases of carcinoma of the colon and 
found that 34.1% had associated polyps. Coller'’ re- 
ported 53 cases of carcinoma of the colon with a 41.5% 
incidence of polyps. Susman" reviewed 34 cases of car- 
cinoma of the colon with a 44.1% incidence of polyps. 
In 33 cases of carcinoma of the rectum and sigmoid, 
Dukes'® found 76% to be associated with polyps. 


Summary and Conclusions 


The incidence of polyps at autopsy varies from 4.19 
to 21.4%. The incidence of polyps with associated car- 
cinoma of the colon is reported to vary from 26.6 to 
76%. The incidence of rectal polyps, found at routine 
proctosigmoidoscopy in asymptomatic patients who 
were apparently normal and healthy, as reported from 
various cancer detection clinics, varies from 2.8 to 15%. 
In 50,000 proctosigmoidoscopic examinations at the 
Cancer Prevention Center of Chicago, we found polyps 
in 7.9% and cancer in polyps in 0.65% of cases. In addi- 
tion, 19 cases of moderately advanced rectal cancer, or 
0.035%, were disclosed. The early detection and remov- 
al of rectal polyps will prevent the development of 
many carcinomas of the colon. Digital examination and 
proctosigmoidoscopy should be routine in all general 
physical examinations because they are effective in 
such early cancer detection. 


25 E. Washington St. (Dr. Portes). 
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PRIMARY MALIGNANT NEOPLASMS OF THE DUODENUM 


DISCUSSION BASED ON SEVENTEEN CASES, WITH EMPHASIS ON RADIOLOGIC DIAGNOSIS 


Seymour Ochsner, M.D. 


and 
Martin S. Kleckner Jr., M.D., New Orleans 


A clinical diagnosis of tumors involving the duode- 
num depends primarily upon the efforts of the radiolo- 
gist. That these efforts are worthwhile is evidenced by 
the increasing number of reports indicating that rec- 
ognized lesions are often resectable.’ Resectability re- 
quires a relatively early diagnosis. A roentgenologic 
examination of the upper gastrointestinal tract is the 
only way at present by which this diagnosis may be 
readily achieved. This necessitates not only a pains- 
taking examination but, as Dunhill '* phrased it, “a 
radiologist alert to the less common lesions of the 
alimentary tract.” We have become more alert to these 
lesions because of recent experience with a patient in 
whom we almost missed the diagnosis, This aroused 
our interest and prompted us to study the cases en- 
countered at the Ochsner Clinic and at Charity Hos- 
pital in New Orleans. The 17 cases encountered at 
these two institutions between 1936 and 1955 form 
the basis for this report. Most of the patients were in 
the sixth or seventh decade of life. The youngest pa- 
tient was 42 vears of age and the oldest 80 years. 

Incidence 

A comprehensive review by Eger * in 1932 indicated 
that the incidence of duodenal carcinoma in autopsy 
studies was 0.033%, Kleinerman and co-workers,’ bring- 


ing the figures up to date in 1948, reported almost the 
same incidence (0.035%). Most primary malignant 


From the Department of Radiology and Section on Gastro- 
enterology, Ochsner Clinic, the Department of Medicine, Tulane 
University of Louisiana School of Medicine, and Charity Hospital. 

Read before the Section on Radiology at the 105th Annual 
Meeting of the American Medical Association, Chicago, June 12, 
1956. 


* Only radiologic diagnosis can provide early 
enough recognition of tumors involving the duo- 
denum to allow resection of the lesion. While the 
radiologist must be particularly alert to the less 
common lesions of the alimentary tract, he must be 
equally aware of the factors that could obscure the 
lesions during the examination. Of 17 duodenal 
lesions seen at the Ochsner Clinic, 14 were diag- 
nosed as adenocarcinomas and 3 as sarcomas. After 
such a lesion is suspected, either because of specific 
clinical manifestations, depending on the location 
of the tumor in the duodenum, or because of x-ray 
findings, both clinical findings and radiologic find- 
ings should be able to complement each other. The 
treatment of choice is surgical excision. 


duodenal neoplasms are carcinomas. Of the sarcomas, 
leiomyosarcomas and lymphoblastomas are considered 
the most frequent. That these tumors are rare is indi- 
cated by the study of Weinstein and Roberts,* who 
found only 27 cases of leiomyosarcoma reported in the 
literature up to 1953. 

Eger’s report * indicated that only 3% of all cases of 
intestinal cancer involve the small intestine, and of 
these about 45% are in the duodenum. Subsequent 
studies have thus confirmed the statement of Jefferson ° 
that “inch for inch the duodenum is more likely to 
undergo cancerous change than the jejunum or ileum.” 


Pathological Features 


Primary tumors of the duodenum are most frequently 
adenocarcinomas. Fourteen of our 17 cases were this 
type. In Mayo’s *” 108 surgical cases, 87% were adeno- 
carcinomas, Poer ° grouped these adenocarcinomas into 
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three general types: (1) annular, scirrhous tumors with 
overproduction of fibrous tissue and tendency to con- 
striction and obstruction, (2) bulky polypoid intra- 
luminal tumors prone to ulceration, hemorrhage, and 
partial obstruction, and (3) colloid carcinomas with 
mucoid degeneration, Metastatic involvement of lymph 
nodes is not necessarily a late feature in the course of 
these lesions.” Hoffman and Pack '* reported 6 of 18 
patients had nodal metastases; and Ebert and co-work- 
ers * reported that 66% of 15 patients with malignant 
tumors had metastases. 

A less common type of duodenal neoplasm is the 
leiomyosarcoma. There were two cases of this type in 
our series and 10.8% in Mayos.'” Originating in 
smooth muscle, leiomyosarcomas of the duodenum 
tend to remain localized and to grow either intralumi- 
nally or extraluminally. Central necrosis in the tumor 
may be followed by ulceration of the mucosal surface, 
by bleeding, or by development of fistulas. 

Other rarer forms of duodenal neoplasms are mela- 
notic epitheliomas, Ewing’s sarcomas (hemangioendo- 
theliomas ), and reticulum cell sarcomas. There was 
only one each of the first two types in Mayo’s 108 cases, 
and one of our 17 cases was a reticulum cell sarcoma. 


Clinical Features 


As Mateer and Hartman “ suggested, we have found 
it convenient to categorize these tumors into three 
groups: suprapapillary, peripapillary, and infrapapil- 
lary types. This permits better correlation of clinical 
and radiologic information, Moreover, a particular sym- 
tom complex characterizes each duodenal region. Thus, 
suprapapillary tumors produce symptoms principally of 
pyloric obstruction; peripapillary, those of obstructive 
jaundice; and infrapapillary, evidence of gastrointesti- 
nal hemorrhage. 

Suprapapillary Region.—Six women and two men of 
the 17 patients in our series had primary malignant 
growths in the suprapapillary region. Four of these 
eight patients had symptoms of pyloric obstruction. 
Hematemesis, melena, and anemia were present in two 
patients, indicating an ulcerative duodenal neoplasm. 
One patient had symptoms of both obstruction and 
ulceration. Intractable epigastric pain extending pos- 
teriorly characterized the last case. 

Peripapillary Region.—Tumors in this region are 
often labeled ampullary carcinoma or carcinoma of 
the ampulla of Vater. In our series there were six 
cases, equally distributed as to sex. All patients had 
similar symptoms of extrahepatic obstructive jaundice. 
None had manifestations of pyloric obstruction. Two 
patients had evidence of an ulcerating tumor. One 
patient had both obstructive jaundice and severe pan- 
creatic pain. In all but one case the jaundice was 
associated with dull, intermittent abdominal pain in- 
tensified by eating. A palpable gallbladder was found 
in two cases. 

Infrapapillary Region.—Two of the three patients in 
this category were women. All three patients had ul- 
cerating lesions manifested by gastrointestinal hemor- 
rhage. All complained initially of weakness and melena 
and eventually of abdominal pain. 
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Radiologic Features 


The most important phase in the clinical investiga- 
tion of a patient with a duodenal neoplasm is the 
roentgenologic study. Careful examination by an ex- 
perienced examiner cannot be too strongly emphasized. 
Even the most expert study may fail to reveal evidence 
of the earliest changes, for they must be sufficiently 
gross to be demonstrable roentgenologically. One of 
the reasons that reexaminations are valuable is that, 
as the lesion increases in size, it becomes more ap- 
parent. At times even advanced tumors may elude 
diagnosis, The reasons for this are many. 

Factors that obscure or confuse the roentgenologic 
diagnosis of duodenal lesions may be considered in 
two groups, those that are temporary and those that 
are permanent in any particular patient. Some obscur- 
ing factors are temporary and may be corrected: 1. 
Inadequate preparation of the patient: Recently in- 
gested, or abnormally retained, food may obscure a 
lesion that is present or may falsely suggest the pres- 
ence of one. Barium in the colon may likewise obscure 
a portion of the duodenal loop. 2. Uncooperative, un- 
comprehending, or ill patients often cannot be thor- 
oughly examined. A second examination with an 
interpreter or after the patient is feeling better may 
be necessary. 3. Localized muscular spasm of a duo- 
denal segment may mimic stenosis from organic dis- 
ease, A later examination, with or without the use of 
antispasmodics and sedation, may yield more accurate 
information, 4. Inadequate visualization from poor fill- 
ing by the contrast medium may result from temporary 
pylorospasm, loop irritability, or segmental spasm. 5. 
Poor fluoroscopic or radiographic technique (inade- 
quate facilities, examination or examiner ) may confuse 
the issue. 6. Diversion of examiner's attention by other 
disease (as hiatal hernia, gastric lesion, bulb deformity) 
or by preoccupation with extraneous or personal mat- 
ters must be prevented. 2 

Other obscuring factors are inherent and constant 
in any particular patient: 1. Technical difficulties 
(obesity, incapacitated patient, lesions producing ob- 
struction or vomiting ) may preclude a thorough exam- 
ination. 2. Persistent muscular spasm of a duodenal 
segment may mimic stenosis from organic disease. 3. 
Obscuring normal structures (overhanging stomach, 
redundant duodenal loop, superimposed jejunal loops ) 
may conceal the lesion. 4. The morphologic character 
of a tumor ( flat, infiltrating, or superficially ulcerating ) 
may make it unfavorable for definition by fluoroscopic 
and roentgenographic methods, 5. Location of the 
lesion may be such that it is relatively inaccessible to 
palpation and compression spot filming (as high and 
posterior duodenal bulb and loop). 6. Developmental 
anomalies (redundant portion of duodenum, congeni- 
tal band, pancreatic anomaly) may alter the usual 
relationships. 7. Associated disease (deformity from 
prior ulceration, duodenal diverticulum, perforating 
lesion, adherent gallbladder with or without stones, 
pancreatic disease, pressure of superior mesenteric 
vessels ) may obscure or confuse the diagnosis, 8. Post- 
operative changes ( postsurgical deformity or adhesions, 
pyloroplasty, gastroenterostomy ) may confuse the ex- 
aminer. 
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Despite these possible handicaps, roentgenologic ex- 
amination is the only method, with the exception of 
surgical exploration, by which a diagnosis is likely to 
be made. The morphologic nature of the tumor and 
its location in the duodenum determine the roentgeno- 
logic findings.® 


Fig. 1.—Roentgenogram showing round radiolucent filling de- 
fect due to small polypoid carcinoma, just below ampulla of 


Vater. Owing to previous cholecystoc tomy, barium has 


passed from duodenum into gallbladder. Air can be seen in 
gallbladder and also in biliary ducts above it. 


Earliest Changes.—In the development of a neoplasm, 
the earliest features are microscopic cellular changes 
in the mucosal and submucosal tissues. These are too 
localized to be demonstrable by this method. 

Alteration in Mucosal Pattern.—An altered mucosal 
pattern should be the first apparent change on roent- 
genologic study. The mucosal folds may be increased 
in size, the usual pattern of the folds may be distorted 
or disorganized, or they may be flattened or effaced. 
Deciding that the mucosal pattern is abnormal when 
the changes are slight may be difficult. The limits of 
normal variation are indefinite, and minimal changes 
may be overlooked. In a case with questionable 
changes, it is the responsibility of the radiologist to 
point out the possibility of disease and to request re- 
examination to determine the constancy of the findings. 
A pattern of slight abnormality that persists, or in- 
creases, must be viewed with concern. Interval re- 
examination should show increase in size of neoplastic 
lesions. 

Intraluminal Filling Defect—As the mucosal lesion 
proliferates, a polypoid or fungating lesion may be 
formed, By protruding from the mucosal surface, the 
lesion produces a radiolucent filling defect in the 
barium-coated outline of the duodenal lumen (fig. 1). 
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Tumors several millimeters in diameter may be iden- 
tified under favorable conditions. Polypoid masses are 
easier to detect than infiltrating ones,°* and a tumor 
1 cm. in diameter should be demonstrable in ordinary 
circumstances. 

Altered Contour and Flexibility.—Infiltrating disease 
is harder to diagnose at an early stage. Only if the 
involved area is large enough to produce a contour 
defect, to change the mucosal appearance, or to result 
in evident loss of flexibility or distensibility will it be 
detectable (fig. 2). 

Ulceration.—A localized area of ulceration within a 
neoplasm may be revealed by a persisting fleck or 
outpocketing of barium retained within the crater. Any 
ulceration beyond the duodenal bulb, any unusually — 
large ulceration, or one enlarging during treatment 
should arouse suspicion of possible malignant ulcera- 
tion. A large area of superficial ulceration should be 
visualized as a total loss of mucosal pattern. 

Narrowing of the Lumen.—The lumen may be nar- 
rowed by eccentric encroachment of the tumor or by 
annular growth, which produces a segmental area of 
stenosis (fig. 3). Either may produce an obstructive 
defect. An annular tumor changes the duodenal pas- 
sage to a canalized lumen, with localized loss of nor- 
mal mucosal markings and with progressive dilatation 
of the duodenum proximal to it. The fluid nature of 
the duodenal contents delays clinical manifestations 
of obstruction until the stenosis is severe. Thereafter, 
duodenal obstruction becomes a major fact. 


Fig. 2.—Roentgenogram showing constant area of narrowing 
and loss of mucosal pattern, result of carcinoma involving duo- 
denum just proximal to ligament of Treitz. 


Paraduodenal Mass.—A duodenal neoplasm extend- 
ing extraluminally produces a paraduodenal mass. 
Gross deformity « the duodenal loop, a pressure de- 
fect on the greatcr curvature of the gastric antrum, or 
obstruction of the common duct may result. 
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Perforation.—Open perforation is indicated if roent- 
genograms show air free in the peritoneal cavity. A 
sinus tract or pocket filled with barium may indicate 
a confined perforation, whereas air or barium in the 
biliary tract is indicative of an internal fistula. 

Effects of Obstruction.—Effects of obstruction are 
the same in the duodenum as elsewhere in the gastro- 
intestinal tract. Above the level of an obstructive 
lesion there may be retained air, secretions, fluid, food, 
or roentgenologic contrast medium, and the parts are 
dilated (fig. 4). At the level of obstruction the lumen 
is not visualized, is narrowed, or is eccentric and ab- 
normal, Below the obstruction the intestine is not 
visualized or is poorly seen and apparently collapsed. 

Differential Diagnosis.—Differential diagnosis _re- 
volves chiefly around differentiating these lesions from 
chronic duodenal ulceration with deformity or stenosis, 
pancreatic tumors, congenital or postoperative ad- 
hesions, and benign duodenal tumors. 


Treatment 


Surgical excision of duodenal neoplasms is the only 
treatment that promises any hope of long-term sur- 
vival.’® As in the case of tumors of other regions of 
the gastrointestinal tract, successful excision is pos- 


ww ‘ | 


Fig. 3.—Roentgenogram revealing defect in suprapapillary 
portion of duodenal loop. Tumor was leiomyosarcoma, which 
was resected. Note gallstones superimposed upon this portion of 
duodenum. 


sible only if the lesion is localized. For this reason, 
if careful roentgenologic examination suggests that a 
duodenal neoplasm may be present, surgical explora- 
tion should be promptly considered. Primary excision 
is desirable when possible." Resection was accom- 
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plished in 9 of our 17 cases. If resection is not feasible, 
palliative relief from duodenal obstruction may be 
provided by some type of gastroenterostomy, and bili- 
ary obstruction may be relieved by some type of 
biliary-intestinal anastomosis. Radiation therapy is 
likely to have a beneficial effect only in the rare lym- 
phoblastic type of tumor. 


Fig. 4.—Roentgenogram indicating stenosing neoplasm of 
postbulbar area of duodenum, which has resulted in partial 
obstruction. Dilatation of duodenal bulb and stomach above 
tumor. 


Summary 


Seventeen cases of primary malignant neoplasms of 
the duodenum were encountered at the Ochsner Clinic 
and Charity Hospital in New Orleans between 1936 
and 1955. The cases were classified into suprapapillary, 
peripapillary, and infrapapillary types, each of which 
has rather characteristic clinical manifestations. Care- 
ful roentgenologic examination is necessary. The roent- 
genologist must be aware of the many factors that 
may obscure duodenal lesions during roentgenologic 
study. Prompt surgical exploration and excision or 
palliative procedures should be carried out. 


3503 Prytania St. (15) (Dr. Ochsner). 
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INTRAMEDULLARY FIXATION OF PATHOLOGICAL FRACTURES 


Einer W. Johnson Jr., M.D., Rochester, Minn. 


The discovery of pathological conditions of bone, 
whether they constitute neoplastic disease or not, is 
always a cause for serious alarm on the part of the 
patient and the patients family. Most efforts have 
been, and in the future will be, directed toward the 
saving and prolongation of life once the discovery of 
such lesions has been made. The use of an intramedul- 
lary nail in pathological conditions of bone, particular- 
ly as they appear in the femur, has been instrumental 
in reducing complications such as hypostatic pneu- 
monia and decubitus ulcers, thus prolonging life. This 
method of therapy is not original with me, and I make 
no such claims. However, I do feel that it is worthy 
of emphasis, even though several excellent reports of 
cases in which it has been used are now in the litera- 
ture.’ 

The aims of this method of treatment, according to 
McLaughlin and Cave,"* might be summarized as 
follows: (1) to prevent prolonged confinement to bed 
with such consequent complications as pneumonia 
and bed sores in the aged; (2) to reduce pain; (3) to 
allow for earlier and easier definitive care to the 
pathological area, such as, for instance, roentgen-ray 
therapy to an area of metastasis (increased ease of 
nursing and management of the patient makes it pos- 
sible to use more than one portal in the therapeutic 
irradiation and also allows easier access to the dis- 
eased extremity); and (4) to prevent extraosseous dam- 
age in certain situations. In this last respect should be 
mentioned the fact that, in osteitis deformans (Paget's 
disease), when prolonged immobilization in a cast is 
employed, there is an increased tendency to the forma- 
tion of renal calculi. The insertion of an intramedul- 
lary nail in a pathological fracture in the presence 
of osteitis deftormans would permit earlier ambulation 
and thus reduce the threat of renal calculi. To 
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¢ A pathological fracture increases the suffering of 
a patient, makes nursing care more difficult, pre- 
disposes the patient to hypostatic pneumonia and 
decubitus ulcers, and sometimes interferes with neces- 
sary treatment of the underlying disease. The inser- 
tion of an intramedullary nail contributes to the 
comfort and prolongs the life of the patient in some 
cases of this sort. Occasionally it is possible to an- 
ticipate a pathological fracture, as in cases of 
metastasis to the femur from tumors in the kidney, 
breast, or prostate. In one case of familial splenic 
anemia (lipid histocytosis of the kerasin type) intra- 
medullary fixation was used prophylactically in each 
femur to control the patient’s disabling pain in the 
thigh, and by this means pathological fracture was 
circumvented and the patient again made ambulatory. 
In two other cases of pathological fractures represent- 
ing metastases of tumors elsewhere, the patients were 
not rendered ambulatory but their treatment was 
facilitated. Intramedullary fixation has its risks and 
limitations, but when it is applicable, it saves the 
patient much H.ospital time, confinement, and pain. 


these four criteria, we can add another: the preven- 
tion of pathological fracture when the technique in 
question is used prophylactically in certain bone con- 
ditions. When pathological fracture occurs, bed sores 
and hypostatic pneumonia often follow and confine- 
ment to bed and the use of cumbersome casts and 
prolonged treatment are often necessary. By preven- 
tion of the pathological fracture all these could be 
obviated. 

From the foregoing, it should not be assumed that 
the use of an intramedullary nail is indicated or is 
possible in every pathological fracture. In fact, only 
the minority of pathological fractures are amenable 
to such therapy. Moreover, this form of treatment is 
not without its dangers and pitfalls, and it is not 
recommended for application by those not skilled in 
the technique. Key" recently outlined the general 
indications for and contraindications to the use of 
intramedullary nails in general. It should be em- 
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phasized that adequate training, use of the proper 
instruments, and careful choosing of conditions for 
the procedure are precursors of a good postoperative 
result. 

Most often, intramedullary nails are emplaced in 
the femur or other weight-bearing bones. Commonly, 
lesions are seen in the femur that have metastasized 


Fig. 1 (case 1).—Lateral view of, A, left femur and, B, right 
femur, showing involvement with Gaucher's disease. C and D, 
anteroposterior views showing intramedullary nails in place in 
each femur. 


from processes in the kidney, breast, prostate gland, 
thyroid gland, and, more rarely, the gastrointestinal 
tract. Although metastatic lesions of the femur are 
common, metastasis distal to the knee or elbow is rare. 
Inherent pathological processes of bone also may 
involve the femur. Examples of this are hyperpara- 
thyroidism, osteitis deformans, fragilitas ossium 
(osteogenesis imperfecta), Gaucher's disease (lipid 
histiocytosis of kerasin type), and others. 

Much has been said of the risk of operation on these 
patients, who are already debilitated by a neoplastic 
process or by a generalized bony process. It must be 
allowed that the risk is certainly increased. However, 
the general view seems to be that acceptance of this 
increased risk is justified when the gain reflected in 
reduced hospitalization and earlier ambulation is con- 
sidered. Another aspect of the surgical risk involved 
is the danger of distant spread of the tumor by direct 
or embolic means. Theoretically, at least, this presents 
a real problem. Peltier’ has shown that the rapid 
driving of an intramedullary nail can increase intra- 
medullary pressure to more than normal systolic pres- 
sure, and he wrote that this is possibly one means 
of spreading the tumor to distant areas by the 
vascular route. Of course, direct transportation of 
tumor tissue distally in the medullary cavity is also a 
possibility. Actually, however, distant spread of tumor 
tissue is not brought about in this way frequently 
enough to deter the orthopedist from applying the 
treatment concerned. 

On the basis of the observations by Peltier* and 
by Kiintscher,* two conclusions may be formed. Spread 
of the tumor tissue during insertion of the intramedul- 
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lary nail may, theoretically at least, be fostered by any 
event that causes intramedullary pressure to increase 
above the systolic pressure. When intramedullary 
pressure exceeds systolic pressure, it is reasonable to 
assume that microscopic particles of the tumor may 
be broken off and forced into the vascular tree and 
thus be transported to distant parts of the body. In 
view of these considerations, two factors should be 
guarded against during the surgical procedure. First 
is too-rapid driving of the nail, as mentioned previous- 
ly, and second is avoidance of shock during or im- 
mediately after the surgical procedure. On theoretical 
grounds, observance of these safeguards should re- 
duce the percentage of occurrence of tumor emboli 
in this form of treatment. 

The three case reports that follow illustrate this 
form of treatment. 


Report of Cases 


Case 1.—A 37-year-old woman had been treated previously 
for pathological fracture of the humerus occurring as a conse- 
quence of Gaucher's disease. She returned to the clinic in 1955, 
complaining of pain in the pelvis and in each thigh. Roentgeno- 
grams made at this visit revealed decalcification of each of the 
femoral shafts resulting from Gaucher's disease (fig. LA and B). 
Because of the continual pain in the bones and the threat of 
pathological fracture, prophylactic intramedullary nailing was 
carried out. This is demonstrated in figure 1C and D. Postopera- 
tively, the symptom of aching pain in the thighs was much re- 
duced, and at the time of this report the patient was ambulatory, 
with the help of a cane. 


Fig. 2 (case 2).—A, pathological fracture of upper part of 
the femur, presumably caused by metastasis from a hyper- 
nephroma. B, postoperative view showing intramedullary fixation 
with Rush nails. 


Case 2.—A 5l-year-old man had undergone removal of a 
hypernephroma approximately six months prior to his current 
visit to the clinic. He complained of pain in the upper part of the 
femur, and a roentgenogram of the area disclosed a lesion that 
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was thought to be a metastatic process from the removed hyper- 
nephroma. While the patient was lying in bed, awaiting prophy- 
lactic insertion of an intramedullary nail, he rolled over and 
sustained a pathological fracture of the femur through the meta- 
static area in question (fig. 2A). Surgical fixation subsequently 
was done that permitted good control of the fracture, so that 
roentgen-ray therapy could be directed to the lesion, He was not 
able to be ambulatory, however (fig. 2B). 
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Case 3.—A 75-year-old woman fell on May 1, 1956, sustain- 
ing fracture of the upper part of the left femur, Roentgenograms 
revealed a fracture at the junction of the upper third part of the 
left femur. The fracture had many of the characteristics of a 
pathological fracture (fig. 3A). Examination disclosed a hard, 
fixed tumor mass in the right breast, with involvement of the 
skin and axillary nodes. The patient said that this tumor mass had 
been present for at least three years. Members of her family veri- 


fied this, and added that she had consistently refused treatment 
of the tumor mass. Three days after admission to the hospital the 
patient awas taken to the operafing rodm, where an intra- 
medullary nail was inserted in the femur to stabilize the patho- 
logical fracture. At the time of insertion of the nail, sufficient 
tumor tissue was removed to verify the diagnosis of metastatic 
grade 4 adenocarcinoma. One week after operation fixation of the 
fracture was sufficient (fig. 3B) to allow the patient to be moved 
for roentgen therapy, and a series of daily roentgen-ray treat- 
ments to the breast as well as to the area of the upper part of the 
left femur was started. She was dismissed from the hospital on 
the 30th day after admission. At that time she was not am- 
bulatory but was able to be up in a chair and to move about 
guardedly. 


Conclusions 


It should be emphasized that many, but not all, 
pathological fractures of weight-bearing bones are 
amenable to intramedullary fixation. When this meth- 
od is applicable, much hospital time, confinement, and 
pain can be obviated. 
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Fig. 3 (case 3).—A, pathological fracture of the upper part of 
the left femur. B, postoperative view showing fixation of fracture 
with intramedullary nail. Bone chips were packed about the 
fracture. 


Partial Gastrectomy for Peptic Uleer.—Various technical procedures for the surgical treat- 
ment of peptic ulcer have been suggested and employed over the past few years but in our 
experience partial gastrectomy for the treatment of duodenal, gistric and jejunal ulcer has 
remained the most satisfactory operation for the complicated peptic ulcer. This operation can 
be performed readily with low mortality, with extremely few postoperative complications 
and with extremely satisfactory results for patients with longstanding ulcer distress. Opera- 
tive mortality in the hands of surgeons trained in gastric surgery for severe complicated 
ulcer has remained less than 3 per cent and the occurrence of recurrent ulcer has remained 
consistently low. The most common operation other than gastric resection for peptic ulcer 
has been vagotomy combined with gastroenterostomy. . . . Partial gastrectomy is still the 
most reliable operative method for surgical treatment of peptic ulcer. . . . During the past 
five years vagotomy and gastroenterostomy has been used in only 26 cases, while, during the 
same period partial resection for duodenal ulcer was performed in 614 cases. Prior to this 
five year period, utilization of vagotomy plus gastroenterostomy was gradually decreased 
at the Lahey Clinic. We believe there is little place for the use of limited resections of the 
stomach in cases of complicated peptic ulcer, because too often they result in recurrent ulcer. 
—S. F. Marshall, M.D., Partial Gastrectomy for Peptic Ulcer: Operative Technique, The 
Surgical Clinics of North America, June, 1956. 
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RENAL BIOPSY 


Robert Lich Jr., M.D., Louisville, Ky. 


One of the outstanding attributes of urology is its 
potentiality of accurate diagnosis. This is occasioned 
by several factors: (1) direct visual inspection of the 
lower urinary tract, (2) indirect visualization of the 
upper urinary tract by urography and angiography, 
and (3) urinalysis and specific renal-function tests. The 
interpretation of these studies results in an extremely 
high percentage of accurate clinical and anatomic di- 
agnosis. There is, however, renal pathology, often 
referred to as intrinsic renal disease, that presents no 
characteristic urograms and in which the interpreta- 
tion of the urine and clinical findings does not neces- 
sarily reveal specific pathology. This diagnostic 
deficiency has stimulated my interest in the study of 
kidney tissue obtained by percutaneous renal biopsy. 

Renal biopsy was introduced in 1951 by Iverson and 
Brun,’ who used a large-bore needle and removed a 
plug of kidney tissue by suction. My experience with 
this method was disappointing, and it was not until 
Kark and Muehrcke,’ in 1954, called attention to the 
Franklin modification of the Vim-Silverman needle 
(fig. 1) that consistent success was obtained with 
needle biopsy of the kidney. 


Method 


The method used is that described originally by 
Kark and Muehrcke, with minimal modifications. The 
technique is presented in detail by Muehrcke, Kark, 
and Pirani.’ Urography, excretory or retrograde, is 
executed to demonstrate the morphologic status of the 
kidneys and at the same time visualize their location 
so that the precise point of needle puncture in the 
back can be determined with unmistakable accuracy. 
The normally lower-lving right kidney is routinely 
elected for biopsy in order to avoid accidental injury 
to the spleen. 

The patient, who has been studied for the presence 
of any hemorrhagic diathesis (clotting and bleeding 
time, prothrombin time, and platelet count), is given 
a narcotic before biopsy and is placed in the prone 
position on the stretcher. A sandbag is placed under 
the patient immediately above the anterior iliac spine; 
this tends to displace the kidneys nearer the back. 
A cooperative, relaxed, and properly placed patient is 
essential for consistently successful percutaneous renal 
biopsy. 

The most lateral border of the kidney is measured 
from the vertebral spinous processes, on the urogram, 
and these figures are transposed to the patient and a 
line is drawn parallel to the spine representing the 
lateral border of the kidney (fig. 2) Again, on the 
pyelogram, the midpoint of the kidney in its lower 
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¢ Intrinsic renal disease, which presents no charac- 
teristic urograms and in which urinalysis or clinical 
findings do not necessarily reveal the pathological 
condition, may be diagnosed by renal biopsy. Once 
the location of the lower-lying right kidney is visual- 
ized by urography, precise needle puncture can be 
performed through the back. The procedure is not 
without risk. Hemorrhagic tendencies must be ruled 
out, and there are a few specific contraindications, 
including renal tumor, hydronephrosis, uremia, and 
solitary kidney. 


third is measured medial from the lateral line and this 
is transposed to the patient and skin marked at this 
point. The distance from this point to the last palpable 
rib overlying the kidney (11th or 12th as the case may 
be) is measured and checked on the patient. This latter 
measurement affords an additional check point for 
accuracy. 

The skin is infiltrated at the point marked with 1% 
procaine solution. A 6-in. 20-gauge needle with stylet 
is introduced slowly in a slightly cephalad direction. 
The patient is instructed to hold his breath each time 
the needle is advanced until the needle suddenly de- 
scribes a marked excursion with respiration. This 
needle motion indicates that the tip has entered kidney 
substance. It is important, as pointed out by Kark and 
Muehrcke, that during needle advancement the pa- 
tient hold his breath to prevent renal laceration, and 
similar injury may occur if the needle is disturbed 
during its movements due to the patient's respiration. 

Atter the depth of the kidney substance has been 
ascertained by the exploring needle, this information 
is transposed to the Vim-Silverman (Franklin modifica- 
tion) needle and the identical procedure is carried out 
until the kidney is reached. The stylet is removed, the 
biopsy prongs are introduced, and the biopsy specimen 
is taken during a period of deep inspiration, with the 
patient holding his breath. Thereafter, the needle is 
immediately withdrawn and a pressure dressing is 
applied. The patient remains on the stretcher, in the 
biopsy position, for 30 minutes and thereafter remains 
bedfast for 18 hours. During this 18-hour interval the 
patient's urine, pulse, and blood pressure should be 
observed for possible suggestion of renal hemorrhage. 
I have never encountered this complication. 


Limitations and Potentialities 


Renal biopsy, like any other surgical procedure, has 
certain limitations beyond which the hazards outweigh 
the value of the examination. In other words, renal 
biopsy is not without risk, but when it is intelligently 
employed its diagnostic assistance may be invaluable. 

The contraindications for renal biopsy are (1) renal 
tumor, (2) hydronephrosis or pyonephrosis, (3) acute 
or suppurative perinephritis, (4) hemorrhagic diathesis, 
(5) increased venous pressure secondary to congestive 
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heart failure, (6) uremia (possible renal hemorrhage), 
and (7) solitary kidney. Some of the indications for 
renal biopsy are (1) undiagnosed renal disease with 
normal urograms, (2) albuminuria, (3) hematuria in the 
presence of normal urograms, and (4) discovery at 
surgery of massive inoperable renal or retroperitoneal 
tumors where excision biopsy is hazardous due to ex- 
treme vascularity of the mass. 


Fig. 1.-The Franklin modification of the Vim-Silverman 
needle is characterized by the filled prong points (insert), so 
that when the prongs are approximated an actual tissue plug is 
cut. 


The principal purpose of renal biopsy is to establish 


an accurate diagnosis of renal disease. The potentiali- 
ties of this diagnostic procedure are far-reaching and 
offer a broad field for study; several authors have in- 
vestigated the correlation between renal function and 
renal pathological histology as demonstrated by needle 
biopsy. Parrish, Rubenstein, and Howe* found more 
accurate correlation between glomerular function and 
the biopsy findings, whereas tubular correlation was 
less accurate. Bjgrneboe and co-workers’ found a 
direct relationship between glomerular change and 
filtration dysfunction. In studying the nephrotic syn- 
drome these authors found qualitative and quantitative 
alterations in the renal pathology, in contrast to a 
similar clinical picture. Furthermore, marked _pro- 
teinuria was usually associated with comparatively 
few glomerular changes, while in severe glomerular 
lesions proteinuria was not nearly as great. Azotemia 
was usually proportional to the degree of glomerular 
damage, which is of interest since it correlates with 
the findings in functional destruction of individual 
elements associated with a progressive obstructive 
uropathy.° 

The following case reports are presented as ex- 
amples of situations in which the needle biopsy was of 
value in either diagnosis or therapy or both. 


Report of Cases 


Case 1.—A 38-year-old woman had bilateral nephrocalcinosis 
discovered by urography during the course of a routine urologic 
survey that was done because of a severe initial cystitis. The 
cystitis responded promptly to medication, and the possibility 
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of hyperparathyroidism was not substantiated. Historically, noth- 
ing could be found to account for the nephrocalcinosis; there 
had been no factors such as previous urinary tract infections or 
extensive treatment with sulfonamides. 

Renal biopsy demonstrated a diffuse chronic pyelonephritis, 
and the culture obtained by washing the biopsy needle in broth 
at the conclusion of the procedure revcaled a pure culture of 
Escherichia coli, which was the identical organism found pre- 
viously in the urine during the initial acute cystitis. It seemed, 
therefore, that the nephrocalcinosis was secondary to infection 
and that therapeutic efforts should be directed toward the future 
control of the pyelonephritis in an effort to interrupt the forma- 
tion of additional calculi. 

Case 2.—A 15-year-old normotensive boy had suffered attacks 
of fever and an occasional minimal transitory pedal and facial 
edema for two years. During the episodes of pyrexia the urine 
findings were little changed from those during the interval. 
Pyuria varied from 10 to 30 cells per high-power field, with an 
occasional blood cell and, infrequently, a granular cast. The 
specific gravity of the urine varied from 1.008 to 1.022, and 
albuminuria remained usually between trace and 1+, although 
on one occasion it was reported as 2+. The clinical picture was 
that of pyelonephritis, but the urine findings were not con- 
clusive. Renal biopsy demonstrated a typical subacute glomerulo- 
nephritis, with the biopsy and urine cultures negative, 

Case 3.—A 24-year-old woman suffered repeated unexplained 
attacks of pyelonephritis that had not responded to antibiotic 
therapy. Urography was normal and the urine cultures incon- 
sistently positive. Renal biopsy provided histological evidence 
for the diagnosis of acute and chronic pyelonephritis. The culture 
from the renal tissue revealed a scant growth of Pseudomonas 
aeruginosa. Specific medication afforded relief. 


Fig. 2.-_Measurement on the urogram of the most lateral 
border of the kidney from the vertebral spinous processes. These 
measurements are transposed to the patient. 


Case 4.—A 48-year-old woman had innumerable typical epi- 
sodes of acute pyelonephritis. Urographic observation over a 
period of years revealed that the left kidney was gradually 
diminishing in size. The urine between acute episodes of infec- 
tion was free of casts and contained only a rare pus cell. Albu- 
minuria varied from 1+ to 2+, and the specific gravity was 
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fixed at 1.014. Renal biopsy demonstrated a typical subacute 
glomerulonephritis, while the clinical picture seemingly was that 
of chronic pyelonephritis and the urine and renal tissue cultures 
were negative. 

An additional interesting use of the biopsy needle 
is in obtaining a specimen of a large vascular kidney 
or retroperitoneal tumor at the time of surgical explora- 
tion. This has reference to the tumors that so often 
have massive matted venous sinuses, so that excision 
biopsy seems unwise. The needle may be introduced 
between these venous sinuses and adequate tissue 
obtained for diagnosis. This was shown recently in an 
elderly woman with a massive inoperable retroperi- 
toneal tumor the origin of which was obscure. A needle 
biopsy avoided any hemorrhagic complications and 
established the diagnosis of a retroperitoneal fibro- 
sarcoma. Hence, a specific diagnosis of a disease that 
was nonrenal in origin was provided in spite of the 
altered pyelogram; this inoperable mass was seen to 
be insensitive to radiation. 
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Summary 


Percutaneous renal biopsy permits a specific diagno- 
sis of renal disease and direct culture from kidney 
tissue. The Franklin modification of the Vim-Silverman 
needle affords a simple, safe, and positive method of 
biopsv during surgery. 

801 Heyburn Bldg. (2). 
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INHERENT DANGERS IN USE OF TRANQUILIZING DRUGS 


IN ANXIETY 


STATES 


Herman A. Dickel, M.D. 


a 
Henry H. Dixon, \ 


A few months ago, not many opinions had been ex- 
pressed about any dangers of the tranquilizing drugs, 
that rapidly growing list of pharmacological agents 
used chiefly for their effect in reducing anxiety, nerv- 
ousness, emotional distress, and many abnormal men- 
tal states. Now, many authors have begun to voice 
opinions. We join them, fully aware that our original 
purpose has lost its urgency, but we have a particular 
point to emphasize, nonetheless. 


“The Age of Anxiety” 


It has been common in the recording of mankind’s 
history for certain names to be given to eras in an at- 
tempt to characterize them. A number of historians 
and commentators of this particular era would desig- 
nate it as “the age of anxiety.” Whether this designa- 
tion is to be accepted, only future historians can say, 
but certainly it is a descriptive term that has a good 
deal of merit. An apparent abundance of tensions, 
fears, worries, and anxieties confronts mankind at this 
time. Moreover, mankind has suddenly become aware 
that these elements of tension exist in and are common 
to each race and geographical sector of the world. It 
might be proper to call this the age of anxiety because 
we have the tremendous means of communication to 
allow men to know of one another's problems and ten- 
sions or because there are so many obvious stresses 
and anxieties that affect not only the individuals of 
whom we psychiatrists write but almost every other 
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¢* The effects of tranquilizing drugs have been 
studied in 8,200 patients in whom anxiety was the 
chief finding. The group was limited to people of 
normal physical make-up and of at least average 
intellectual capacity who were capable of working 
steadily and were complaining of tension, worry, and 
associated physiological disturbances. Of these, 
7,500 had taken some amount of the tranquilizing 
drugs before they came under observation. The 
danger to the patient’s physical health is shown by 
the appearance of allergic phenomena in 96, general 
toxic effects in 78, habituation in 72, severe liver dis- 
turbances in 31, other severe symptoms in 97, and 
death in 4. Two of the deaths were suicides. The 
danger to the patient’s emotional health is shown 
by the finding of about 1,700 instances in which 
serious problems were created in essentially normal 
people and 827 instances in which emotional illness 
was aggravated. The danger to the physician results 
from the accumulating pressure on the medical pro- 
fession from the people who produce and those who 
demand these drugs. There is, fourthly, a grave 
danger to society in the idea that tensions should be 
reduced by techniques of relaxation and administra- 
tion of drugs rather than by the constructive effort 
required for satisfying needs and removing dangers. 
The physician must inform himself well about these 
drugs and reorient his own thinking about their in- 
dications and limitations. 


individual. Again, this term might be considered apt 
because many of the pharmaceutical companies of the 
world have discovered remedies that relieve the syn- 
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drome of anxiety and because several branches of 
medicine have made this syndrome a focal point of 
their therapeutic procedures. Finally, it might be 
apropos to call this the age of anxiety because anxiety 
has become a frequently used device by which po- 
litical philosophies exert their influence on the masses, 
encouraging a rule almost medieval in character. 

From the standpoint of the physician in practice, 
there has been a marked increase in the matters per- 
taining to anxiety since the end of World War II, ap- 
proximately 10 years ago. Chief among the interesting 
developments of this decade has been the appearance 
of the large number of pharmacological agents that 
can be utilized by the physician for the specific treat- 
ment of the increasing number of patients who come 
to him seeking relief from tension, anxiety, and re- 
lated somatic and emotional disturbances. 

The physician has always had an interest in anxiety 
and has tended to treat that anxiety, whether it be an 
isolated symptom, a syndrome peculiar to itself, or a 
measurable part of some other illness. His procedures 
in handling anxiety have varied from the tact and 
humanness with which he related himself to his pa- 
tients to administration of the various pharmacological 
and medicinal agents that were available to him in his 
time, such as opium, alcohol, or barbiturates. From 
time to time the physician has treated anxiety by a 
combination of factors. A specialty has even grown up 
in our midst for the specific purpose of dealing with 
anxieties. Certainly we can say the use of procedures, 
drugs, and agencies is not new in the treatment of 
anxiety by the medical profession. 

But there has been a noticeable change in the last 
10 years in the manner in which this treatment of 
anxiety has proceeded. Anxiety has become a disease 
entity recognized not only by the medical profession 
but also by the lay public, who, as they grow aware 
of the entities for which medicine has a treatment, 
demand not only the known procedures for treatment 
but the research that will supply advanced procedures 
and agents. This public interest has stimulated the 
quest for the tranquilizing drugs. Because of the in- 
terest of the medical profession, pharmaceutical 
houses, research scientists, lay health agencies, and 
the general public, who are characteristically influ- 
enced by the advertising and agencies of communica- 
tion in the United States, the last 10 years may indeed 
be the age of anxiety. 

Anxiety affects, according to some health statistics, 
25 million to 50 million people in the United States 
alone, and it is devastating in its most advanced form. 
For these reasons, and because anxiety can be treated 
easily by all physicians, it could appear at first glance 
that the use of these new drugs is more than justified in 


medical practice, and particularly in general practice, 


where the patient is first seen. The use of these drugs 
might be considered justified because they are relatively 
safe, according to the early literature; because they are 
relatively inexpensive as compared to previously known 
remedies, such as psychotherapy or hospital care; and 
because many people can be practically treated in a 
short time with little inconvenience. 

At the Conference on Meprobamate, held in New 
York in October, a representative of one of the drug 
companies announced that so far in 1956 some 30 


TRANQUILIZING DRUGS—DICKEL AND DIXON 423 


billion tablets of one particular tranquilizing drug 
had been sold to the American public. This statement, 
which seems to indicate better than any other we know 
the tremendous usage of the tranquilizing agents, is 
only partially indicative of the great use of these 
pharmacological agents. The drug companies indicate 
that there is sufficient sale of the tranquilizing agents 
for us to infer that there are few people at the present 
time who have not tried some of the tranquilizing 
substances that we as physicians prescribe. There is 
an increase in the number of detail men who ask us 
to listen to their information and not only bring to 
our offices tablets, capsules, and liquids designed to 
appeal to the convenience of the physician and his 
patients but also arrange to send us luxurious neck 
rests and pretty slippers. The treatment of anxiety 
and anxious patients is big business, even without 
doctors, and the pressure is on the doctor to make it 
more so. 

Our interest in the tranquilizing drugs goes back to 
1949, when, in a practice limited to patients with 
anxiety states, we sought an agent that could be used 
as a supplement in the rapid training of our patients 
in techniques of neuromuscular relaxation. At that 
time we used mephenesin to real advantage and 
stated in a publication that mephenesin was a tre- 
mendously useful drug in teaching tense, anxious 
people the techniques of relaxation, allowing the pa- 
tient a more rapid course in any psychotherapeutic 
procedure.’ 

Material of Study 


Since 1949 we have seen approximately 8,200 pa- 
tients in whom anxiety is the chief finding. Almost all 
these people have been referred for psychotherapeutic 
treatment by other physicians in the medical field. 
This has presented us an opportunity of studying the 
interest in tranquilizing drugs as treatment for anxiety, 
their wide use, and the complications resulting from 
their use. 

We define patients with anxiety states as those indi- 
viduals of essentially normal physical make-up, pos- 
sessing rather definite advantage or superiority in 
intellectual capacity, who either are steadily working 
or are capable of working at any time, and who come 
to the physician complaining of tension, worry, anxiety 
combined with such physiological disturbance as rapid 
heart, cold perspiring hands and feet, cervical tension, 
elevated blood pressure, distress in breathing, or gas- 
trointestinal variations, together with varying moods 
of anxiety, depressiveness, morbidness, and occasional- 
ly mild obsessive-compulsive tendencies. 

These patients who suffer anxiety, then, do not in- 
clude the so-called neurotics, who complain but are 
certainly not driving, proficient individuals who are 
working but are doing so with anxious distress. We 
are referring here to that large number of American 
people who perhaps might more aptly be called the 
“psychosomatic cases,” since their anxiety is frequently 
seen in connection with ulcers or hypertensive, asth- 
matic, dermatological, or gastrointestinal disturbances. 
We include as “anxiety cases,” then, all those people 
who are living fully but doing so with anxiety and its 
direct effect or the effects of the many physiological 
variations seen in the “psychosomatic entities.” 


> 
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Dangers of Tranquilizing Drugs 


In our analysis of 8,200 cases of such people, re- 
ferred by physicians for psychotherapeutic procedures, 
some 7,500 had had some amount of the tranquilizing 
drugs already. In this group we have found certain 
definite complications and dangers arising from wide- 
spread use of the drugs and have grouped these into 


Taste 1.—Physical Dangers to Patients Treated with 
Tranquilizing Drugs 


No. of 

Death (4) Patients 
Altered reeponse to electric 1 

Acute depression and successful suicide. 2(7?) 

Alteration of life processes with physical change (324) 

Complication to pregnaney (1 abortion, 1 nearly)............... 2 
Gastrointestinal apheavalse 18 


four categories: physical danger to the patient, emo- 
tional, moral, and philosophical danger to the patient, 
danger to medicine and the physician, and danger 
to society. 

Physical Danger to the Patient.—We would like to 
point out that, even though the tranquilizing drugs 
seem to be of no general harm, nonetheless they con- 
stitute a definite threat to the health and even the life 
of many patients. The literature at present is begin- 
ning to note that there are definite toxic reactions to 
many of the tranquilizing drugs. Many individuals 
who seemingly should be “tranquilized” by the drugs 
instead develop most unusual, untoward reactions. 
Anxious people become depressed enough to commit 
suicide; calm easy-going people become hypomanic 
or manic after the use of the drugs; and many other 
unpleasant and unfavorable responses occur that re- 
quire additional and often intensive treatment and 
hospitalization. The number of such instances has 
totaled almost 400 in 8,200 cases. This is not a large 
percentage, but it certainly is large enough to cause 
us to reconsider the benefits of these drugs. 

Table 1 shows the physical problems we found and 
the number of patients in whom they occurred, some 
overlapping, of course. The deaths may have been due 
to several factors, but they occurred nonetheless. The 
liver problems, the toxic reactions, the allergic phe- 
nomena, and the skin changes are now known and 
seen by many.” We have seen no blood dyscrasias as 
others have, but we have seen many cases of habitua- 
tion. The one patient in our group who became ad- 
dicted to tranquilizing drugs had previously been 
addicted to narcotics. The convulsive reaction (definite 
in One case and questionable in another) and the com- 
plications of pregnancy may have to be explained as 
sensitivity or allergic reactions. 

Emotional, Moral, and Philosophical Dangers to 
the Patient.—When we consider the use of these drugs 
on a wide basis, there is a great deal of danger to the 
patient from an emotional, moral, and philosophical 
point of view. People at present obviously are under- 


J.A.M.A., February 9, 1957 


going many emotional disturbances, and the use of 
these drugs at times seems to be justified to ease these 
disturbances. However, we have noticed an increas- 
ingly large number of people who have been referred 
to us for psychotherapeutic procedures after having 
been treated by their physicians over a period of 
months in somewhat the following manner: They were 
normal people who went to their physicians for advice 
and counsel about mildly distressing problems that 
had produced tensions, worry, and anxiety. The phy- 
sicians, busy and perhaps too casual in their examina- 
tions and their evaluations of the patients involved, 
often prescribed a new tranquilizer and sent the pa- 
tient off to return later. The patients returned to com- 
plain of unpleasant, unwanted responses, often emo- 
tional, to the drugs, and the physicians misinterpreted 
the responses as meaning a more “deeply seated” ill- 
ness was present. They so stated to the patients and 
precipitated a serious reaction. We have noted (table 
2) about 1.700 instances in which serious problems 
were created in the cases of essentially normal people 
for a time due to misunderstanding on the part of 
physicians. The doctors, rather than the drugs, should 
perhaps be considered at fault. In the obviously emo- 
tionally ill persons, problems arise when the patient's 
treatment with tranquilizing drugs has been poorly 
watched and regulated (table 2). 

Dangers to Medicine and the Physician.—Medicine 
and the physician have always stood behind the basic 
philosophy that, if everything done for the patient 
could do no good, it should do no harm. The goal of 
all medical treatments is to help the patient attain the 
highest possible performance from his basic equip- 
ment, or to return the patient to a state as nearly 
normal as possible. At first glance the use of drugs for 
relief of anxiety seems to fit the goal. But actually, 
does it? 

History has always recorded the many attempts on 
the part of man to avoid and withdraw from pressures, 
tensions, and anxieties. Yet, as we will note later, 
pressure, tensions, apprehensions, and fears may ac- 
tually be very necessary stimulants to the finest and 
highest attainments of man. In the past man and 


Taste 2.—Nonphysical Dangers to Patients Treated with 
Tranquilizing Drugs 


No. of 
Patients 
Well persons complaining of minor problems (1,700) 
Emotionally ill persons (827) 
Acute depression with suicidal threats. 
Actual amoral behavior never previously noted...............006 13 
State of well-being causing very ill people to stop therapy....... 126 
Morbid tear of addiction or 
Gnilt over tuntasy or over religious thoughts.................... No 
accurate 
count 


medicine have had to learn very healthy respect for 
some of the “drugs” such as alcohol, opiates, bromides, 
and barbiturates that would relieve distress and anx- 
iety. Many physicians were harmed by these and in 
being harmed were a danger to the medical profession. 
In the same way, we have noted eight or nine cases 
in which physicians themselves overused the tran- 
quilizing drugs and three others in which they suf- 
fered further emotional problems due to them. 
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Now the physician and medicine find themselves 
confronted by a restless public, a growing pharma- 
ceutical industry, an able advertising profession, and 
many truly anxious patients. They all apply a tre- 
mendous pressure on the medical profession, indi- 
vidually and collectively, to find, to make available, 
and to prescribe a large number of inexpensive tran- 
quilizing drugs. This is a threat, just as each major 
advance in medicine, surgery, anesthesia, or antibiotic 
therapy has posed serious threats to the physician. To 
each, medicine has responded so that dangers and 
complications are minimized. The tranquilizing agents 
may yet prove to be the most serious threat to the 
sound principles of medical practice. 

In a sense physicians have always avoided really 
learning the nature of anxiety, of the neuroses, the 
psychoneuroses, and the psychoses. To most doctors 
these were conditions of a “nonorganic nature,” giving 
the patients no real reason to be ill and to take the 
doctor's time. Such patients were, however, always 
consulting the physician. Then came the tranquilizing 
drugs. Here was something the literature said helped 
tension, nervousness, and emotional illness of all de- 
grees of seriousness. Without thoughtfulness many 
physicians, it would seem, began to give the tran- 
quilizing drugs to any or all of these patients, with 
utter disregard for diagnostic categories. This has re- 
sulted in serious danger to the physician, for now it 
will take a long time to reestablish the simple fact 
that “psychotherapy” is not the easy ability to write 
prescriptions for tranquilizing drugs, any more than 
the ability to write prescriptions for antibiotics is 
characteristic of an internist’s ability. The real knowl- 
edge of psychiatric illnesses is advancing, but there 
could be a serious setback to these advances if there 
is not competent use of these newer drugs. 

Dangers to Society—The comments that we will 
make must not be interpreted as an attempt to find 
fault with any of the present philosophies of political 
groups. Rather we are trying to point out what to us 
is an unusually important effect on people, as noted 
by our observations in our patients. The point that we 
wish to make is essentially this: In the last 25 years 
we all have seen a philosophy develop that is focused 
on the need for us to have freedom from several 
things, including fear. This philosophy is obviously a 
useful one, especially when looked at from afar. But, 
if we study the natural history of mankind, we cannot 
help noting that tension, alertness, alarmedness, fear, 
worry, anxiety, and apprehension have been, are, and 
always will be important elements in the shaping of 
progress. A great many authorities in the past have 
told us this, are telling it to us now, and probably will 
go on saying it for many years. As a nation we Amer- 
icans have been strong, and we envision continued 
strength because we have been able to rise to the oc- 
casion of defending ourselves in the presence of stress, 
tensions, and apprehension. But now it would appear 
a philosophy has crept in that mtimates that fear and 
anxiety are evidence of illness and are to be avoided 
or necessitate therapy. 

Whether this is a political philosophy, whether it 
has come from psychiatric schools of thought, or 
whether it is a misinterpretation of the times, we are 
unable to determine. But certainly we see a malignant 
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tendency invading our thinking, forcing us to believe 
that no one should ever be afraid, no one should ever 
feel anxiety, no one should ever feel so moved about 
his position in life as to do something about it. Rather 
we are to be completely tranquil under all circum- 
stances and let someone else “do the worrying,” try to 
get ahead, or be successful. 

Among the 8,200 people whom we have seen, a 
large number were having difficulty interpreting their 
own course within the structure of the above-named 
philosophy. They would read or be told that no one 
should get upset about anything, and yet they would 
go to the office and find the pressure from their bosses, 
their supervisors, or their boards of directors. Conflict, 
turmoil, and distress appear everywhere when our 
national philosophy approaches things in one manner 
and our individual philosophy approaches it in an- 
other. The use of the tranquilizing drugs obviously 
numbs many of these disturbances. Many individuals 
who are otherwise unable to handle the tensions of 
modern conflicts in philosophy can do so under the 
use of the tranquilizing drugs. But the majority of 
these people are doing so without being of real value 
to themselves and to the group in which they work. It 
is our honest estimate that probably 1,200 to 1,300 of 
the 8,200 people fell into this category. They felt ob- 
vious dissatisfaction with the use of tranquilizing 
drugs as a means of treatment or a way of handling 
their tension and anxiety, for it seriously impeded 
their contributions to their company or their value to 
their group. They could see no good coming from the 
idea of everyone feeling completely placid, unless it 
would be the greater acceptance of certain future po- 
litical philosophies. 

From all the instances of dangerous reactions to 
tranquilizing drugs cited, a total of some 4,100 in- 
stances in 8,200 cases, we sincerely hope no one draws 
the conclusion that we are about to place the blame 
for all the wrongs in medicine, our political situation, 
or the world on the tranquilizing drugs. Rather, we 
are simply and humbly trying to bring forth one very 
important point, that the modern pharmacological 
agents known as the tranquilizing drugs are not any 
more safe for patient and doctor than any other drug 
of any other time. We physicians must not, although 
the effect of the drugs is to tranquilize, be led to be- 
lieve that the drugs have no dangers, They do, and 
the various ones as we see them have been noted 
above. 

Prevention of Dangers 


One might ask, then, if there are no procedures that 
can be followed, or certain safeguards that can be 
used, so that an absolute minimum of danger is ex- 
perienced. The following points are something in the 
way of suggestions along this line, and we offer them, 
as others have, for whatever value they may have in 
stimulating others’ suggestions. 

It would be well for physicians dealing with pa- 
tients with anxiety states to use the oft-repeated ad- 
vice of our medical school faculties that there be no 
prescribing until a full evaluation of the patient is 
made and we know his personality and emotional 
responses and needs as well as his physical and labora- 
tory status. Doctors should consider urging the ac- 
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ceptance of the tranquilizing drugs as being just as 
much in need of legal restriction as any others and 
demanding that the frequent giving of these drugs to 
patients by well-meaning and friendly druggists be 
curtailed. Research groups might be requested to give 
us special laboratory techniques to measure as ac- 
curately as possible the best dosage for each individual 
patient from time to time, as they have with bromides, 
sulfonamides, hormones, and antibiotics. Pharmaceuti- 
cal companies and their willing and able publicity 
departments should be urged to initiate public educa- 
tion about these drugs in much the same manner as 
some state liquor control boards have done. 

Physicians as a whole must bring up to date their 
knowledge of anxiety states and their ability to ascer- 
tain and diagnose them and then to handle and treat 
the many thousands of essentially normal people who 
are worried, anxious, and depressed. These patients 
want no pills from their doctor, but instead an honest 
attempt on the doctor's part to help them do the best 
they can, to help them learn some way of living with, 
and even enjoying, the tensions of modern living. 
Finally, the modern medical philosophy must continue 
to be that basically man is better off having to fare 
for himself—that being too well cared for, having too 
little fear from cradle to crypt is not healthy and that 
all drugs are still only a small and essential part of 
medical practice, certainly no cure-all for modern 
trouble to be dispensed indiscriminately without sound 
medical advice. 
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Conclusions 


In our perusal of some 8,200 cases of anxiety in 
persons referred to us by other physicians for psycho- 
therapy, we have found some serious complications 
and dangers resulting from the use of tranquilizing 
drugs. The physical danger to normal people and the 
danger to the physician, to medicine itself, and finally 
to society as a whole can be minimized by certain 
actions on the part of physicians. Finally, we would 
like to stress that our cautious attitude is not directed 
toward the drugs alone, because they are valuable to 
a certain degree when used wisely. Our attitude is 
directed toward the physician, who must inform him- 
self well if he is to use these tranquilizers or any drugs 
wisely. Never have any drugs caused quite the same 
effect as these available today. Their future, as well 
as our own, will depend on the immediate reorienta- 
tion each physician makes in his own thinking about 
the indications for, and the limitations of, these drugs. 

610 Medical-Dental Bldg. (5) (Dr. Dickel). 

James G. Shanklin, M.D., and Gerhard B. Haugen, M.D., col- 
laborated in the writing of this article. 
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USE OF RESERPINE (SERPASIL) IN THE MANAGEMENT OF 
CHRONIC ALCOHOLISM 


Roe E. Wells, M.D., Boston 


Reserpine (Serpasil) was first reported in the United 
States in 1953 as a therapeutic adjunct to the treat- 
ment of hypertension.’ Shortly after the introduction 
of reserpine, numerous reports regarding the effect of 
this drug on patients’ moods and behavior soon fol- 
lowed.* On the basis of reports that agitated patients 
were calmed, responses to anxiety-or-tension-produc- 
ing situations were modified, and emotionally dis- 
turbed patients were more easily managed, it was felt 
a study of this drug in patients undergoing treatment 
for chronic alcoholism was warranted. The study re- 
ported here was carried out on ambulatory patients 
undergoing treatment in the Peter Bent Brigham Hos- 
pital alcoholic clinic. 

The alcoholic clinic draws its patients from those 
referred by various social agencies, officers of local 
courts, the general hospital clinics, and present and 
former patients. The staff of the clinic is made up of a 
psychiatrist (the clinic director), three internists ori- 
ented to this type of work, a psychologist, and a psy- 
chiatric social worker. The clinic carries an active 


Associate in Medicine, Peter Bent Brigham Hospital; Clinical 
Associate in Medicine, Harvard Medical School. 


¢ Reserpine was compared with a placebo in 145 
studies involving 180 ambulatory patients who un- 
derwent treatment for chronic alcoholism. The final 
comparison involved 33 patients who received the 
placebo and 112 patients who received either 0.25 
or 0.5 mg. of reserpine by mouth twice a day. 
Whether a given patient was receiving reserpine or 
the placebo was known to the druggist and secre- 
tary, but not to the patient or his physician. At the 
conclusion of the period of study, of the 112 pa- 
tients who received reserpine, 80 (71%) were re- 
ported as slightly improved, moderately improved, 
or well; of the 33 (21%) who received the placebo, 
only 7 were so reported. Improvement was consid- 
ered significant in more than half of the patients 
who received reserpine. 


census of approximately 185 patients. All new patients 
are interviewed by the psychiatric social worker, Gen- 
erally the only cases excluded from the clinic are those 
in which drug addiction is the main problem and alco- 
holism a minor one. If alcoholism is the prime prob- 
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lem, the patients usually are accepted. The majority 
of patients are motivated, at least at the outset, to 
overcome their difficulty. 

Most of the patients are in their fourth or fifth 
decades of life and for the most part are in the general 
economic groups of laborers or white-collar workers. 
It is rare to receive patients from “skid row” of the 
type described by Myerson.* A small percentage are 
from the managerial or executive level. No distinction 
as far as intake procedure or clinical management is 
made between the groups. 

After the social worker's interview, the patient is 
seen by the clinic physician to whom he is assigned. 
The patient is then scheduled for a complete history 
and physical examination, blood cell count, urinalysis, 
Hinton serologic test, photofluorogram of the chest, 
sulfobromophthalein-excretion test, and an electro- 
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therapy, as noted in the table, not infrequently con- 
sisted of more than one drug. Generally, use of two 
drugs was not begun at the same time, but rather one 
or another was added to the existing medicament 
when the physician felt its use could not be stopped or 
if he wished to attain an additive effect. 

Reserpine was available in 0.1, 0.25, and 1.0 mg. 
tablets, with identical placebo forms for each. All 
tablets, including placebos, were of the same size, 
color, consistency, and flavor. The method of dis- 
pensing medicaments was not changed from that al- 
ready in use by the clinic. The patient, after receiving 
his prescription from his doctor, showed it to the sec- 
retary, who stamped it (as for all medicaments) and 
then had the patient take it to the hospital drug store. 
The way in which the prescription was stamped by the 
secretary determined whether drug or placebo was to 


Results of Administration of Reserpine or Placebo in Chronic Alcoholism 


Category of Moderately Slightly 
Disease Well Improved Improved Unchanged Worse Totals 
Reserpine 
— A ~ 
Severe 16 21 20 22 79 
(disulfiram (disulfiram 8, (disulfiram 9, (disulfiram 1, 
[Antabuse] 7, chlorpromazine 1, ehlorpromazine 3) chlorpromazine 10, 


dextro amphetamine 
[Dexedrine] sulfate 

3, chlorpromazine 
hydrochloride 
2 


diphenhydramine 


[Benadryl] hydrochloride 1) 


methylphenidate 
[Ritalin] hydro- 
chloride 1) 


Moderate 10 2 7 6 eee 25 
(disulfiram 4, 
dextro amphetamine 1, 
glutethimide [Doriden] 1) (disulfiram 1) (disulfiram 2) (disulfiram 1) 
Mild 2 2 ~ s 
. (disulftram 2, 
glutethimide 1, 
chlorpromazine 1) 
Placebo 
Severe 2 2 13 7 24 
(disulfiram 1) (disulfiram 2, 
chlorpromazine 1) 
Moderate 1 1 4 6 
(methylphenidate 1) 
Mild 1 2 3 
(methylphenidate 1, 
disulfiram 1) 
Total 32 25 30 51 7 145 


* Other drugs used during administration of reserpine or placebo indicated in parentheses. 


cardiogram. Each patient is seen by the same phy- 
sician at each clinic visit, generally at one-or-two-week 
intervals. From the outset of these meetings the neces- 
sity for total abstinence is recognized and discussed 
with the patient. Remonstration about drinking epi- 
sodes, or intimidation, is avoided. Emphasis is placed 
on the thesis that all alcoholic beverages are pro- 
hibited. A tapering-off process is discouraged. In sub- 
sequent interviews attention is directed toward in- 
struction in what methods other than alcoholic the pa- 
tient can use to solve his problems. The patient is en- 
couraged to discuss his problems frankly and _ to 
present them before a crisis develops. 


Method of Study 


The use of reserpine in the clinic began in Novem- 
ber, 1954, with a double-blind study being instituted in 
February, 1955, and continued to April, 1956. Drug 


be dispensed. The code was known only to the drug- 
gist and the secretary. These slips were never seen by 
the physician, nor retained by the patient. The secre- 
tary kept a record of dosage of all drugs and whether 
reserpine or placebo was used. The physician could 
request a change in medicament but would be unable 
to know whether he was changing from placebo to 
reserpine, or vice versa. In general, dosage was either 
(0.25 or 0.5 mg. (one-half of a 1-mg. tablet) twice a day. 
If a patient did not use the medicament or inadvert- 
ently obtained it from outside drugstores, this was 
noted. 

In evaluating those patients on drug therapy and 
those receiving placebo, patients were divided into 
three arbitrary categories. Those alcoholic patients 
with conditions considered “marked” or “severe” in- 
cluded those that had been drinking “heavily” for over 
15 years, with major social or physical complications. 
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These complications usually included complete rejec- 
tion by all members of the family, loss of work and 
inability to support themselves, hepatic insufficiency, 
or more than one bout of overt delirium tremens. 
There would have been no period of sobriety longer 
than three weeks in the last five years. 

The second, or “moderate,” group included those 
who had been drinking heavily for over 10 years, with 
only moderate social or physical damage. This would 
generally include divorce, but with some family con- 
tact remaining; ability to hold part-time jobs for short 
periods; and hepatomegaly, with normal results on 
liver studies. In this group the “shakes” were common 
but not “DT’s.” There would have been no period of 
sobriety lasting more than six weeks within the last 
five years. 

The “mild” group were those patients who had 
drunk heavily for 10 years or less, with minimal social 
or physical complications. In this group there were no 
records of arrests, loss of more than two jobs, or phys- 
ical ailments more severe than alcoholic gastritis. 


Results 


One hundred forty-five clinical studies were com- 
pleted from the original total of 180 patients. The 
period of study ran from November, 1954, to April, 
1956. There were 46 women in the group. Distribution 
of patients by age was as follows: 9 patients were in 
the age group 21-30 years; 48, 31-40 vears; 63, 41-50 
vears; 35, 51-60 vears; and 5, 61-70 vears. Of the 180 
patients, 35 patients could not be evaluated for the 
following reasons: 25 did not return to the clinic after 
the initial visit, 8 did not take the medicaments, and 
the reports of 2 were missing. 

Patients were divided, according to the results of 
therapy, into four groups: well, moderately improved, 
slightly improved, unchanged. The “well” group were 
without an alcoholic drink of any kind for a period of 
not less than nine months and in general were rehabili- 
tated during that period, with return to work and 
family reunification. In general there was marked im- 
provement in physical condition and appearance. In 
the “moderately improved” group there had been no 
more than three drinking episodes in a six-month 
period, and these lasted 60 hours (2'2 days) or less. 
Rehabilitation, in regard to steadier employment, and 
partial return to family groups were noted. 

In the “slightly improved” group drinking was less, 
usually in frequency rather than in quantity, and mo- 
tivation to continue treatment and improve remained 
strong. Physical and social changes were slight. Trem- 
ors were still present, but the patient would be more 
likely to arrive in the clinic not smelling of alcohol, 
would be better dressed, and would tell of trying to 
get to work. While sober, he might have made a brief 
visit to one or more members of the family. Generally, 
public agency support continued to be required. 

Since other drugs were being used at the time 
therapy was started or were added to the regimen 
after therapy with reserpine had begun, the tabulation 
of these facts is included in the table. Of the 112 pa- 
tients receiving reserpine, 34 volunteered within the 
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first two weeks of therapy such comments as “calmer,” 
“less tense,” “nerves steadier” or “don't worry. Of the 
33 on placebo therapy, 8 volunteered “no help.” One 
patient (two prior episodes of hepatic coma) volun- 
teered that he was calmer. 

The table reveals that on reserpine therapy roughly 
half of all patients obtained significant improvement. 
About 28% of the “severe” group were unchanged. The 
distribution of patients on therapy with other medic- 
aments while on therapy with reserpine was noted to 
be fairly evenly divided. 

The four patients that are counted as markedly im- 
proved on placebo therapy bear some comment. One 
of the four had been on reserpine therapy previously, 
had diabetes mellitus, and had been drinking for 15 
vears. One patient had lost a position involving 30 
years’ experience as a company executive. In an effort 
to keep his family from abandoning him entirely, he 
took a job in a factory involving heavy manual labor. 
He received no other medicaments and commented his 
“nerves. were no better, but from his first clinic visit 
on he never drank again (one year of observation). At 
the last interview he was about to return to his original 
profession. One of the four had drunk for four years 
and was on therapy with disulfiram (Antabuse). The 
fourth had drunk heavily for over 15 years, was on 
court probation, and had a history of hepatic insuf- 
ficiency. On placebo therapy alone he did not drink 
during a period of 13 months’ observation. As noted, 
3 of the 33 patients on placebo therapy showed slight 
improvement, while 19 were unchanged. Seven were 
considered worse because of prior improvement on 
reserpine therapy followed by relapse with the use of 
placebo. No toxic reactions were noted. Two patients 
complained of nasal obstruction while on reserpine 
therapy. 

Comment 


Two major limitations to a study such as this were 
immediately apparent. One was that this ambulatory 
clinic population was a weighted or selected group, 
but the patients constituted the most common type in 
this category that the average practitioner or internist 
would be likely to deal with in present-day practice. 
It was weighted in the sense that the majority of re- 
ferring agencies would refer only those patients that 
they felt had some hope of rehabilitation, no matter 
how small. 

The second and more important limitation was 
the method of critically evaluating any new drug in 
patients of this type, who in general were moti- 
vated to overcome their problem. Although quantita- 
tively different, the difficulty in such an evaluation 
would be qualitatively identical to that in similar 
studies in hypertension, mental disease, or in any group 
of patients where objective findings are unobtainable 
or the patient-doctor relationship nullifies the value of 
reliable objective data.‘ With these limitations in 
mind, it was apparent the only acceptable method of 
analysis would be the double-blind study. 

The plethora of new drugs upon the market, and 
especially those involving an effect on mood or be- 
havior, has produced a flood of reports and advertising 
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material that now has the physician thoroughly sus- 
picious as to the value of any of these materials. One 
might speculate that had many drugs enjoyed a less 
spectacular introduction in regard to their merits the 
average physician would have accepted their limita- 
tions and given them a longer clinical trial. At present, 
if the “panacea” fails in the first few patients, it is dis- 
carded entirely and the next new stimulant or tran- 
quilizer started in its place. 

As can be seen here under ideal conditions and with 
many factors encouraging the identification that takes 
place between patient, doctor, and clinic, only half of 
the patients gained significant improvement. It would 
be of definite value, however, to know that in patients 
of the type described above the use of reserpine does 
produce improvement in approximately half of the 
group. The other factor in a study of this type is the 
powerful effect of the identification that takes place 
between the patient and his doctor. The psychiatric 
and therapeutic aspects of this relationshipshave been 
reported elsewhere.’ It is believed, however, that this 
type of relationship can be established with the ma- 
jority of patients by any physician interested in dealing 
with this type of problem. In considering the figures 
given above, it cannot be stated what percentage of 
patients are rehabilitated without drug or placebo 
therapy of any kind, for since the inception of the 
clinic (1946) some form of medicament has always 
been in use. 

This double-blind study permits conclusions to be 
drawn only when the limitations stated herein are 
clearly outlined. Understanding these, the drug may 
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be used more efficiently and with greater value in 
patients undergoing treatment for chronic alcoholism 
and related conditions. 


Summary 


A study was made of 145 ambulatory patients under- 
going treatment for chronic alcoholism. A double-blind 
study with reserpine (Serpasil) and a placebo revealed 
that approximately half the patients treated in an out- 
patient clinic were significantly improved on reserpine 
therapy. One-fourth were slightly improved and one- 
fourth were unchanged. Of the 33 patients receiving 
placebo therapy under the same conditions, 29 (87%) 
showed no significant improvement. 


721 Huntington Ave. (15). 


The reserpine used in this study was supplied as Serpasil by 
Ciba Pharmaceutical Products, Inc., Summit, N. J. 

Dr. Robert Fleming gave support, advice, and assistance and 
Drs. E. Robin and W. Wacker cooperated in this study. 
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CHLORISONDAMINE (ECOLID) CHLORIDE IN MEDICAL 
TREATMENT OF SEVERE HYPERTENSION 


Fred T. Darvill, M.D. 


and 
John L. Bakke, M.D., Seattle 


Since the introduction of hexamethonium for the 
treatment of severe hypertension, related compounds 
have been synthesized in order to find more effective 
and useful ganglionic blocking agents. The discovery 
of pentolinium (Ansolysen) tartrate in 1954 was a 
valuable contribution, because of the longer duration 
of action and increased potency of this drug. A more 
recent addition to this group of drugs is chlorisonda- 
mine (Ecolid) chloride (4, 5, 6, 7-tetrachloro-2-(2-di- 
methylaminoethyl)isoindoline dimethochloride). Plum- 
mer and co-workers' found chlorisondamine was the 
most effective ganglionic blocking agent of a series of 
seven bisquaternary tetrachlorisoindolines tested in 
cats and dogs. Preliminary clinical studies reported by 
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¢ The cardiovascular-renal status of 21 hypertensive 
patients was followed through a total of 122 patient- 
treatment months, during which comparisons were 
made between treatments including chlorisondamine 
and treatments with or without other ganglion-block- 
ing drugs such as hexamethonium and pentolinium. 
All patients had either a malignant or a severe benign 
hypertension, and three died despite treatment dur- 
ing the course of the investigation. Hemodynamic 
measurements in four patients indicated that the 
chlorisondamine caused the fall in blood pressure by 
lowering the peripheral resistance rather than the 
cardiac output. Its use permitted a reduction of the 
average diastolic blood pressure to 100 mm. Hg or 
below in 18 patients. The side-effects, which included 
dizziness, blurred vision, photophobia, and fatigue, 
caused four patients to refuse to continue taking the 
drug. Its advantages and disadvantages are illus- 
trated by six detailed case histories. 
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Grimson and others,’ with use of relatively small single 
daily doses of chlorisondamine, were encouraging, as 
were two reports by Smirk and Hamilton,* who used 
it in 28 patients. Both reports concluded that the drug 
merited further clinical trial. The present study was 
designed to determine the possible value of larger and 
more frequent oral doses than used in these previous 
studies and to ascertain whether its use in combina- 
tion with other oral antihypertensive drugs would 
offer any advantage over previously available drug 
combinations. 


Selection of Patients 


Twenty-one male patients with severe benign or 
malignant hypertension by Schroeder's criteria‘ were 
available for this study. (Severe benign—diastolic pres- 
sure, 120-160 mm, Hg; fundi, hypertensive, grade 2; 
rate of progress, moderate, Malignant—diastolic pres- 
sure, 130-200 mm. Hg; fundi. hypertensive, grade 3-4; 
rate of progress, rapid. For complete criteria, see orig- 
inal report.) The patients ages ranged from 30 to 65 
vears, with an average age of 49. Nine of these patients 
(hereafter called group 1) were already taking hexa- 
methonium or pentolinium in combination with other 
antihypertensive drugs, including reserpine. Eight pa- 
tients (group 2) had taken, or were currently taking, 
other antihypertensive drugs but had never received 
ganglionic blocking agents. Four patients (group 3) 
had never received any form of antihypertensive medi- 
cation. All patients admitted to this study were able to 
cooperate in the treatment program and had sufficient 
motivation and intelligence or supervision to obtain 
and graph their blood pressure levels while at home. 


Method of Study 


Each patient was initially admitted to the hospital, 
where the following studies were obtained: history; 
physical examination, including description of the optic 
fundus after dilation; white blood cell count; urinaly- 
sis; determination of blood urea nitrogen and creati- 
nine levels; phenolsulfonphthalein excretion test (15 
and 60 minutes); chest x-ray; electrocardiogram; in- 
travenous pyelogram; and intravenous phentolamine 
(Regitine ) test. With the exception of the last test, all 
tests were repeated every 6 to 12 months in anticipation 
of evaluating the long-term results of therapy. 

During the initial hospitalization, prior to treatment, 
the control blood pressure level was recorded on a 
regular schedule at least four times a day, both supine 
and erect. This recording schedule was continued 
throughout hospitalization and after discharge as long 
as treatment was continued. No uniform program was 
established regarding the period of time standing or 
supine prior to taking the blood pressure, but it was 
constant in each patient and was never less than half 
a minute. Each patient had a control period (average 
10 days; range 6-20) unless a delay in starting treat- 
ment was unjustified because of rapidly advancing 
malignant hypertension that immediately threatened 
the patient's life. Four patients in this latter group 
were treated after only two to five days of control 
study. 
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The pretreatment control blood pressure level was 
arbitrarily determined by averaging at least 10 con- 
secutive values obtained over the two-to-three-day 
period immediately before starting treatment with an 
antihypertensive drug. In this way, the initial values 
obtained upon admission to the hospital, which usually 
were much higher than those obtained later, played 
no part in evaluation of treatment. After starting, 
changing, or stopping therapy the diastolic pressure 
was allowed to reach a new steady level before at least 
10 consecutive values obtained over a two-to-three-day 
period were averaged. Although many hundreds of 
values were usually available, their inclusion would 
not change the average values. 

Each patient served as his own control, as treatment 
was repeatedly started, altered, or discontinued during 
the study. To avoid the artifact of a “rebound” rise in 
pressure after sudden withdrawal of therapy, the drug 
under study was always withdrawn slowly over 7 to 
14 days. 

During the initia] hospitalization each patient, or a 
member of his household, was taught to take, record, 
and graph the supine and erect blood pressure. In 
addition, patients were taught to record the daily dos- 
age schedule of medication and to make daily com- 
ments on symptoms and on pertinent psychological 
and physical events such as malaise, dizziness, visual 
blurring, constipation, impotence, response to alcohol, 
work performance, and physical and emotional stress. 
This combined blood pressure record and diary, called 
the “blood pressure graphic,” served as the principal 
guide for altering medication during the outpatient 
management of the patient. 

Because ganglionic blocking agents usually decrease 
the standing blood pressure level significantly more 
than the supine, both erect and supine diastolic values 
were averaged to give a single “average diastolic pres- 
sure.” This simplified the presentation of data and may 
be a satisfactory estimation of the daily mean diastolic 
blood pressure level. The therapeutic goal was to ob- 
tain an average daily diastolic blood pressure level 
(combined supine and erect) of less than 100 mm. Hg 
without any disabling side-effects. 

The patients in group 1, who were already taking 
either hexamethonium or pentolinium in combination 
with other drugs, had chlorisondamine substituted as 
the ganglionic blocking agent for purposes of com- 
parison and to determine approximate dosage equiva- 
lents. The patients in groups 2 and 3, who had never 
received ganglionic blocking agents, were started on 
therapy with 25 mg. of chlorisondamine orally, after 
the morning and evening meal. The other antihyper- 
tensive drugs being administered at the start of the 
study were continued. The dose of chlorisondamine 
was increased by 25 to 50 mg. every one or two days 
until one of the following events occurred: (1) satis- 
factory control, with an average diastolic pressure 
under 100 mm. Hg, or (2) side-effects or intermittent 
symptomatic hypotension, preventing a further in- 
crease in dosage, or (3) a total dosage of 300 mg. 
of chlorisondamine every 12 hours proved to be in- 
effective. If the pressure reduction did not reach the 
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therapeutic goal with use of chlorisondamine alone, 
reserpine, 0.25 mg., one to three times daily, was 
added to the regimen. If this combination was ineffec- 
tive, hydralazine (Apresoline ), a veratrum preparation 
(alkavervir [Veriloid], cryptenamine [Unitensen], or 
protoveratrine A and B malleates [Provell malleate] ), 
and finally phenoxybenzamine (Dibenzyline) hydro- 
chloride, were added to the program. 


Results 


The results obtained with chlorisondamine are based 
on a total of 122 patient-treatment months (range 1 
to 10 months per patient; average 6 months) and on 
more than 14,000 blood pressure recordings. The re- 
sults are summarized in table 1. 

Six of the nine patients in group 1, who were taking 
either hexamethonium or pentolinium in combination 
with other antihypertensive drugs including reserpine, 
maintained satisfactory blood pressure control (an 
average diastolic pressure less than 100 mm. Hg) when 
chlorisondamine was substituted as the ganglionic 
blocking agent. The following case report is an ex- 
ample of this. 

Case 1.—A 60-year-old male (Da.) was known to have hyper- 


tension since 1950, His blood pressure levels were frequently as 
high as 270/150 mm. Hg and averaged 220/140, in spite of 


TABLE 1.—Summary of Results 


Failure Total 
Experimental No. of to Control Chlorisondamine No. of 
Group Patients Pressure* Rejected Failurest 
1 9} 0 1 2 
2 8 23 2 4 
8 4 1} 1 2 
Total 21 3 4 8 


* Chlorisondamine therapy tailed to sustain an average diastolie pres- 
sure below 100 mm. H 


g. 
+ Therapy failed to control the diastolic pressure, patient refused to take 
the drug, o: patient died. 


} One in this group died during treatment; a total of three deaths. 


therapy with Rauwolfia (Raudixin), alkavervir, Hydergine 
(dihydrogenated ergot alkaloids), and a low-salt diet. Between 
1950 and 1954 progressive cardiac enlargement and electro- 
cardiographic strain of the left side of the heart were observed 
to appear. Grade 2 optic fundi progressed to early papilledema. 
He had a cerebrovascular accident (aphasia and hemiparesis ) 
in 1953, with complete recovery and without any change in his 
blood pressure level. 

When the patient was hospitalized in January, 1954, his blood 
urea nitrogen level was 33 mg. per 100 cc.; phenolsulfonphthal- 
ein excretion was 10% in 15 minutes, with 20% additional in one 
hour; intravenous pyelograms were normal; hematocrit was 43. 
The patient was placed on a serial regimen of Rauwolfia, 50 mg. 
three times a day; hexamethonium, 500 mg. every six hours; 
hydralazine, 50 mg. every four hours; protoveratrine A and B 
malleates, 0.5 mg. every four hours; and phenoxybenzamine, 
20 mg. every six hours. After discharge his blood pressure level 
varied from 120/86 mm. Hg to 160/104 during a typical day, 
with a 10-day average of 150/95. He felt well, played golf, and 
gardened. He was rehospitalized in January, 1955. Physical 
examination at this time revealed normal optic fundi. The elec- 
trocardiogram and chest x-ray had returned to normal. The 
creatinine level was 2.5 mg. per 100 cc.; phenolsulfonphthalein 
excretion was 10% in 15 minutes, with an additional 8% in one 
hour. 

In May, 1955, while he was an outpatient, first phenoxybenza- 
mine and then protoveratrine A and B malleates were slowly dis- 
continued without resulting in change of blood pressure. How- 
ever, When the dose of hexamethonium was gradually reduced by 
only one-third over eight days, the blood pressure level increased 
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from an average of 142/91 mm. Hg to 200/130, which alarmed 
the patient so that he refused to continue the test. Pentolinium 
was substituted for hexamethonium, and the average diastolic 
pressure fell to 90 mm. Hg. In July, 1955, chlorisondamine was 
substituted for pentolinium and an average diastolic pressure of 
85 mm. Hg was maintained. Seventy-five milligrams of chlori- 
sondamine every 12 hours were equivalent in hypotensive effect 
to 150 mg. of pentolinium every 8 hours, or 375 mg. of hexame- 
thonium every 6 hours. For the next 10 months chlorisondamine 
therapy, 75 mg. every 12 hours, and reserpine, 0.25 mg. every 
12 hours, satisfactorily controlled his blood pressure level and 
he returned to work as a railroad conductor. 

When the patient was rehospitalized in March, 1956, his 
fundi were grade 2, his electrocardiogram and chest films were 
normal, his blood urea nitrogen level was 31 mg. per 100 cc., 
and his creatinine level, 2.3 mg. per 100 cc. His phenolsulfon- 
phthalein test showed 12% excretion in 15 minutes and 20% addi- 
tional at the end of one hour. 


For the purpose of transferring a patient to chlor- 
isondamine therapy, the daily oral dose of chlorisonda- 
mine was approximately one-third that of pentolinium 
and one-sixth that of hexamethonium. Thus, 50 mg. of 
chlorisondamine every 12 hours was equivalent to 100 
mg. of pentolinium évery 8 hours, or to 125 mg. of 
hexamethonium every 4 to 6 hours. Because parenteral- 
ly given chlorisondamine has not been used: in this 
study, it is not possible to separate effectiveness and the 
efficiency of gastrointestinal absorption. 

In the three patients remaining in group 1, the addi- 
tion of chlorisondamine lowered the diastolic pressure 
when the other ganglionic blocking agents alone, or in 
combination with the other antihypertensive drugs, 
had failed. One of these patients had advanced uremia 
prior to starting treatment and died in spite of ade- 
quate control of his diastolic pressure. The patient in 
case 2 illustrates the comparative effectiveness of chlor- 
isondamine. This patient also is an example of a clinical 
failure of chlorisondamine therapy; in spite of ade- 
quate control of the diastolic pressure, the visual 
complaints caused him to discontinue use of the drug. 


Case 2 --A 50-year-old male (Tr.) had shown a symptomatic 
albuminuria and gradually increasing hypertension since 1950. 
Chronic passive congestion began in 1953, and it was the written 
opinion of the consulting cardiologist that the patient was totally 
disabled and would probably never be able to return to any 
occupation. He was admitted to the hospital in August, 1954, 
with an average control blood pressure level of 260/130 mm. Hg, 
grade 2 retinopathy, a heart enlarged to the midaxillary line, 
hepatomegaly, and marked pedal edema. The electrocardiogram 
revealed strain of the left side of the heart, and a chest x-ray 
showed left ventricular hypertrophy and passive congestion of 
the lungs, in spite of the fact that the patient was fully digital- 
ized. Laboratory study revealed albuminuria (400 mg. per 
100 ce.) and occasional hyaline casts, red and white blood cells; 
phenolsulfonphthalein excretion was 6% in 15 minutes, with an 
additional 2% after one hour; the creatinine level was 3 mg. per 
100 cc.; and the blood urea nitrogen level was 33 mg. per 100 cc. 
The phentolamine test was negative. At the time of discharge 
from the hospital his average blood pressure level was reduced 
to 175/110 mm. Hg with hexamethonium therapy, 500 mg. 
four times a day, in combination with hydralazine, 25 mg. four 
times a day, and reserpine, 0.25 mg., four times a day. He felt 
much improved, although vigorous activity, such as hunting deer 
in the mountains, resulted in periodic episodes of ankle swelling 
requiring the addition of diuretics. Impotence resulting from his 
medication was relieved by a monthly intramuscular injection 
of 300 mg. of testosterone cyclopentylpropionate. 

Seven months later, in February, 1955, he was rehospitalized, 
at which time a definite decrease in heart size and clearing of 
the pulmonary congestion were seen. The phenolsulfonphthalein 
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test showed 5% excretion in 15 minutes, with an additional 15% 
in one hour; the creatinine level was 2.3 mg. per 100 cc. The 
doses of hexamethonium, hydralazine, alkavervir, and phenoxy- 
benzamine were all increased to intoxicating levels without 
lowering the average diastolic pressure below 110 mm. Hg. 

In July, 1955, he was rehospitalized and chlorisondamine, 
125 mg. every 12 hours, was substituted for hexamethonium. The 
average diastolic pressure fell from 115 to 90 mm. Hg. The 
doses of hydralazine and reserpine were continued unchanged. 
Upon discharge he had a sustained diastolic pressure level below 
100 mm. Hg for the first time since the onset of his illness. He 
felt well enough to return to work. In spite of satisfactory blood 
pressure control with chlorisondamine, he found the associated 
blurred vision, photophobia, and red vision intolerable, so in 
October hexamethonium, 500 mg. four times a day, was substi- 
tuted for the chlorisondamine. His average blood pressure level 
increased to 210/127 mm. Hg. In November, 1955, he was re- 
hospitalized because of increasing orthopnea, dyspnea, and 
edema; he was unresponsive to digitalis therapy, low-salt diet. 
and oral administration of diuretics. The chest x-ray showed an 
increase in heart size; the electrocardiogram showed the return 
of strain of left side of the heart. Chlorisondamine, 150 mg. 
every 12 hours, was substituted for the hexamethonium, and the 
average blood pressure level fell from 240/130 mm. Hg_ to 
160/90 within one day. Blurred vision again became prominent, 
in spite of pilocarpine therapy. 

After his discharge from the hospital, the visual symptoms so 
interfered with his work as a cargo checker that he again stopped 
taking chlorisondamine and returned to hexamethonium therapy, 
500 mg. four times a day; he continued to take hydralazine, 
50 mg. four times a day, and reserpine, 0.25 mg. twice a day, as 
before. The average diastolic pressure level again increased to 
120 mm. Hg. When both phenoxybenzamine and mecamylamine 
were added to the regimen, there was no further drop in the 
blood pressure level. He is currently being considered for 
sympathectomy. 


The eight patients in group 2, who were receiving 
some form of antihypertensive therapy (reserpine, 
phenoxybenzamine, hydralazine, or veratrum), but 
who had never received a ganglionic blocking agent, 
had an average diastolic pressure of 113 mm. Hg. 
After treatment with chlorisondamine the average dia- 
stolic pressure of the group fell to 90 mm. Hg standing 
and 100 supine. Two patients who had undergone 
sympathectomy prior to the use of chlorisondamine 
were unusually sensitive to the effects of the drug. In 
one, 25 mg. of chlorisondamine caused orthostatic syn- 
cope and 12.5 mg. every 12 hours caused a reduction 
of 36 mm. Hg in the average diastolic pressure. The 
patient in case 3 illustrates this marked sensitivity: 

Case 3.—A 38-year-old male (Wa.) was first referred to the 
hospital in February, 1954, with albuminuria and hypertension. 
Physical examination revealed grade 4 optic fundi with exudates, 
hemorrhages, and bilateral papilledema. The heart was enlarged 
2 cm. to the left of the midclavicular line and there was pedal 
edema. The urine had 180 mg. per 100 cc. of protein and many 
red blood cells and granular casts. The blood urea nitrogen level 
was 12 mg. per 100 cc., but one week later increased to 37 mg. 
Intravenous pyelograms failed to visualize the kidneys. Chest 
x-ray showed marked generalized cardiac enlargement and pas- 
sive congestion of the lungs. Serial electrocardiograms showed 
strain of the left side of the heart. The patient’s blood pressure 
level was stable and averaged 230/170 mm. Hg. Rauwolfia, 
hydralazine, protoveratrine A and B malleates, Hydergine, and 
hexamethonium in varied doses and combinations were unsuc- 
cessful in controlling the blood pressure. The patient’s home 
conditions appeared to preclude medical management with the 
blood pressure graphic, so a two-stage bilateral thoracolumbar 
sympathectomy was performed in February, 1954. The average 
blood pressure level at the end of the second procedure was 
120/80 mm. Hg, but in three weeks it increased to 140/90 
supine and 150/110 erect. 
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He was rehospitalized two months later for reevaluation. His 
average blood pressure level was 182/134 mm. Hg supine and 
154/130 erect. Papilledema had disappeared, but exudates and 
hemorrhages were still present. Electrocardiograms still showed 
a pattern of strain of the left side of the heart, although chest - 
x-ray showed a 4-cm. decrease in the transverse diameter of the 
heart. Digitoxin therapy had been discontinued a month prior 
to admission. Blood urea nitrogen level was 21 mg. per 100 cec.; 
phenolsulfonphthalein excretion was 25% in 15 minutes, 
with an additional 15% at one hour; and microscopic examina- 
tion of the urine was normal. He was discharged, and blood 


- pressure levels obtained at home by a visiting nurse averaged 


190/130 mm. Hg. Hydralazine, 50 mg. three times a day, and 
Rauwolfia, 100 mg. twice a day, were administered with a fall 
in blood pressure to 156/110 mm. Hg supine and 136/80 stand- 
ing. Two months later (July, 1954) his average pressure was 
142/108 mm. Hg supine and 136/96 standing. He was advised 
to continue his medication, but he terminated his care for a 
vear and a half. 

In January, 1956, he was rehospitalized because of two months 
of progressive dyspnea and orthopnea. He stated that he had 
stopped all antihypertensive medication in the autumn of 1954 
and had returned to light work in July, 1955. Physical examina- 
tion revealed a blood pressure level of 220/150 mm. Hg supine 
and 210/140 erect. The optic fundi were grade 3, with fresh 
hemorrhages and exudates. There were moist rales at the lung 
bases; the heart was enlarged 2 em. outside of the midclavicular 
line; the electrocardiogram showed strain of the left side of the 
heart and the chest film revealed the heart to be slightly larger 
than it had been in 1954. The blood urea nitrogen level was 
23 mg. per 100 cc.; phenolsulfonphthalein excretion was 25% in 
15 minutes, with an additional 23% at one hour. He was digita- 
lized and his congestive failure cleared, but his average pressure 
level remained 220/130 mm. Hg. An initial dose of 25 mg. of 
chlorisondamine caused a drop in his blood pressure level to 
110/80 mm. Hg, with resulting orthostatic syncope. The dose 
was reduced to 12.5 mg. every 12 hours, and the diastolic pres- 
sure stabilized at 100 mm. Hg when erect and 120 when supine. 
The addition of 0.25 mg. of reserpine further reduced the erect 
pressure to 98/58 mm. Hg, although the erect diastolic pressure 
later stabilized at 130/90. After one month digitalis therapy was 
stopped and the patient was discharged. The dosage of chlori- 
sondamine was later increased to 25 mg. every 12 hours to 
control a gradual rise in pressure, and the patient returned to 
work as a drill press operator in March, 1956. 


Two of the eight patients in group 2 were resistant 
to chlorisondamine therapy. The average diastolic 
pressure was reduced only 11 mm. Hg and did not 
reach a satisfactory level, in spite of the administration 
of 300 mg. of chlorisondamine every 12 hours, One of 
these patients died of chronic uremia in the fourth 
month of therapy. 

Two other patients in group 2 had a satisfactory 
fall in diastolic pressure but refused to continue the 
chlorisondamine therapy because of side-effects. The 
patient in case 4 illustrates this serious limitation of 
the drug (as did the patient in case 2). 

Case 4.—A 41-year-old hypochondriacal male (We.) was ad- 
mitted to the hospital in September, 1954, because of weakness, 
palpitation, and blurred vision. Hypertension had been discov- 
ered 12 years prior to admission and blurred vision began six 
months prior to admission. Physical examination revealed a 
blood pressure level of 230/150 mm. Hg. The optic fundi were 
grade 3. The heart was enlarged; renal function, including the 
phenolsulfonphthalein test and intravenous pyelogram, was 
normal. Prior to therapy the average control diastolic pressure 
had fallen to 125 mm. Hg. Reserpine therapy had no effect on 
the blood pressure level, but pentolinium, 40 mg. four times a 
day, or hexamethonium, 125 mg. four times a day, lowered the 
average diastolic pressure to 100 mm. Hg. However, the patient 
was unable to tolerate either drug because of malaise, fatigue, 
and blurred vision. For a year he recorded his blood pressure 
levels at home and was maintained on therapy with reserpine, 
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0.25 mg. three times a day, and alkavervir, 4 mg. three times a 
day, with an average diastolic pressure of 115 mm. Hg. His 
optic tundi improved to grade 2. 

When it became available, chlorisondamine, 50 mg. every 
12 hours, was given. The average diastolic pressure fell to 90 mm. 
Hy, but severe malaise, fatigue, dizziness, and visual blurring 
caused the patient to discontinue the medication. When chlori- 
sondamine therapy was stopped, the blood pressure level rose to 
its previous level. Because of the appearance of early renal 
damage and fresh hemorrhages in the retina, a thoracolumbar 
sympathectomy was performed in April, 1956. A month later 
the average blood pressure levels were 170/100 mm, Hg erect 
and 100/70 supine, and the patient had the same numerous 
complaints as when he had taken chlorisondamine. 


The four patients im group 3, who had never re- 
ceived any antihypertensive drug, had an average dia- 
stolic pressure of 135 mm. Hg. Table 2 tabulates the 
effects of various doses of chlorisondamine in this 
group. The progressive response to increasing doses 
of chlorisondamine can be seen. All of these patients 
but Mi. had malignant hypertension with papilledema. 
Fa.’s diastolic pressure was not satisfactorily controlled, 
and he died of increasing uremia three months after 
starting treatment. The patient in case 5 had no sig- 
nificant uremia when he was first treated, and medical 
management appeared to be lifesaving in his case. 


Taste 2.—Response to Increasing Doses of Chlorisondamine in 
Patients Treated for the First Time (Group 3) 


Av. Supine Diastolic 
Blood Pressure 


Av. Ereet Diastolic 
Blood Pressure® 


Patient Patient 

(Chlorisondamine, — “~ - - - 
Me. q. 12 h. Cr. Wa: Cen Fe: Av. 
ws 108 126 108 131t 11 

la? uit 74 ust 


"Average of a minimum of 10 consecutive values. 

10.25 ing. reserpine q. 12 bh. in addition to the Eeolid. 

 Apresoline, 50 ing. q in addition to reserpine and ehlorisondamine. 
Died of remin. 


Case 45-year-oicd maie (pu.), known to have hy perien- 
sion for 20 years, was admitted to the hospital for the first time 
in October, 1955, with complaints of fatigue, orthopnea, ankle 
swelling, and shortness of breath. Examination revealed an 
obese, disoriented, lethargic, severely ill male. His blood pressure 
level varied between 290/160 mm. Hg and 300/170. The fun- 
duscopic examination revealed marked papilledema, with many 
hemorrhages and exudates. The right pupil was dilated and 
fixed. Rales were present at both lung bases, the heart was 15 cm. 
to the left of the midsternal line, and there was marked pedal 
edema. The blood urea nitrogen level was 25 ig. per 100 ce.; 
phenolsulfonphthalein excretion was 8% in 15 minutes, with 7% 
additional after one hour. The cerebrospinal fluid pressure was 
445 mm, Hy, and the protein was 51 mg. per 100 cc, Urinalysis 
showed a trace of protein and rare red blood cells, The electro- 
cardiogram revealed early strain on the left side of the heart. The 
chest x-ray showed the left ventricle to be grossly enlarged, with 
marked passive congestion of the lungs. The serum sodium, 
potassium, chloride, and bicarbonate levels were normal 
throughout his hospital course. 

The patient was treated with bed rest; low-salt diet; digitali- 
zation; mercurial diuretics; reserpine, 0.25 mg. three times a 
day; hydralazine, 25 mg., then 50 mg., four times a day; and 
chlorisondamine, 50 mg. every 12 hours, increased over four days 
to 200 mg. every 12 hours. Within three days his supine blood 
pressure level fell to 180/120 mm. Hg and after 10 days, grad- 
ually to 150/95 mm. Hg. This successful program was continued 
unchanged for six weeks. During the second week of hospitaliza- 
tion, the electrocardiogram revealed Q waves and inverted T 
waves in leads 3 and AVF. The patient, who had become men- 
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tally alert and cooperative, experienced no pain or discomfort 
and the blood pressure level, recorded every three hours, did not 
reveal any sudden fall in pressure. Subsequently, a series of 15 
electrocardiograms did not reveal the anticipated changes of an 
evolving myocardial infarction. However, some of his steady 
decline in pressure may have been due to an infarction, if one 
had occurred. When ambulation was started, orthostatic dizzi- 
ness necessitated reducing the dosage of chlorisondamine to 
25 mg. every 12 hours. When orthostatic dizziness was elimi- 
nated, the blood pressure level averaged 157/87 mm. Hg. 
Digitalis therapy was discontinued, without any recurrence of 
failure. The blood urea nitrogen level fell to 8 mg. per 100 cc., 
papilledema vanished, and chest films showed a progressive de- 
crease in heart size and clearing of pulmonary congestion. The 
patient was discharged from the hospital on maintenance therapy 
with a low-salt diet and the three antihypertensive drugs detailed 
above. On this program he remained free of heart failure and his 
blood pressure level continued to average 150/90 mm. Hg, 
except when it increased after partial withdrawal of any one of 
the three drugs. Two months after hospital discharge the patient 
was well enough to return to work as an aircraft electrician. 


When chlorisondamine was used alone, there was 
marked variability in the blood pressure level. Some 
readings were hypotensive, some normal, and others 
equalled the pretreatment level. In three patients (in- 
cluded in groups 2 and 3), the addition of 0.25 mg. 
of reserpine to the chlorisondamine caused a precipi- 
tous drop in diastolic blood pressure (averaging 62 
mm. Hg within six hours after the first dose), which 
necessitated reducing the chlorisondamine dosage. 
Other patients in groups 2 and 3 showed a gradual 
drop in the average diastolic pressure to lower and 
more stable levels when reserpine was added to the 
chlorisondamine, For this reason reserpine was always 
eventually added to chlorisondamine. 

This combination failed to achieve the therapeutic 
goal of an average diastolic pressure below 100 mm. 
Hg in 8 of the total 21 patients in the study. A vera- 
trum preparation (protoveratrine A and B malleates 
and cryptenamine, 2 to 4 mg. four times a day ) and/or 
hydralazine, 25 to 50 mg. four times a day, was then 
added to the chlorisondamine and the therapeutic 
goal was achieved in five of these eight patients. The 
patient in case 6 is an example of one who required 
a third drug. 

Case 6.—A 46-year-old male (Yi.), known to have had hyper- 
tension for five years, was first seen in the hospital in September, 
1955. He had no symptoms relevant to hypertension, His average 
control blood pressure level was 240/140 mm. Hg; his eye- 
grounds were grade 2; and his electrocardiogram showed strain 
on the left side of the heart. Renal function and other tests were 
normal, Administration of chlorisondamine, 50 mg. every 12 
hours, gradually increased to 300 mg. every 12 hours, reduced 
the diastolic pressure to a variable 100 mm. Hg to 122. When 
0.25 mg. of reserpine, every 12 hours, was added to the regimen, 
the erect pressure fell to 60/0 mm. Hg within six hours. The dose 
of chlorisondamine was reduced to 50 mg. every 12 hours, and 
the average diastolic pressure stabilized at 105 mm. Hg. During 
the next three weeks the dosage of chlorisondamine had to be 
doubled to maintain an average diastolic pressure of 100 mm. Hg. 
After discharge, the average diastolic pressure gradually in- 


_creased to 110 mm. Hg by February, 1956. When hydralazine, 


25 mg. four times a day, was added, the diastolic pressure fell 
within 24 hours to an average of 90 mm. Hg, which was then 
maintained for three months (to the time of writing). The 
electrocardiogram returned to normal, renal function remained 
normal, and the patient returned to work. 


Five of the 21 patients developed resistance to the 
hypotensive effects of chlorisondamine during the first 
three to eight weeks. Two patients required a threefold 


> 
% 


increase in dosage to maintain a satisfactory diastolic 
pressure; however, during the 10-mcnth period of this 
study, none of the 18 patients who had an initial re- 
sponse became so resistant that the drug became in- 
effective. 

As seen in table 1, eight patients were classified as 
treatment failures. One patient had a satisfactory blood 
pressure response but died of uremia, which was far 
advanced before treatment was started. Three patients 
failed to have their diastolic pressure reduced to 100 
mm. Hg or less. Two of these three died. Four patients 
refused to continue chlorisondamine therapy because 
of visual blurring. Three of these are continuing treat- 
ment with other drugs, although they are less effec- 
tive than chlorisondamine, and the fourth has left 
the clinic. 

In the eight patients whose blood pressure was ade- 
quately controlled by chlorisondamine for more than 
three months (average diastolic pressure kept below 
100 mm. Hg), the optic fundi improved in four ( grade 
4 to 3 in two patients, grade 3 to 2 in two patients ) 
and remained unchanged in four. None became worse. 


Tasie 3.—Undesirable Effects of Chlorisondamine Therapy 


No. of Patients 
Reporting the 
Effect 
Undesirable Effects 
Dizziness 117 
Mild 14 
Severe 3 
Blurred vision 
Mild 9 
Severe 5 
Photophobia 11 
Mild 
Severe 4 
Fatigue 
Impotence 
Malaise 
Dry mouth 
Constipation 
Insomnia 
Voiding difficulty 
Red vision 


Renal function measured by the blood urea nitrogen 
level and phenolsulfonphthalein excretion tests did not 
significantly improve in any instance, remained un- 
changed in seven, and became worse in one. Heart size, 
congestive failure, and the electrocardiographic pat- 
tern of strain on the left side of the heart improved in 
three patients, remained unchanged in five, and be- 
came worse in none. Because the usual methods for 
treating heart failure were also employed, the improve- 
ment in heart size and failure cannot necessarily be 
attributed to lowering the blood pressure, although 
Smirk ° has emphasized the value of antihypertensive 
drugs in this regard. 

No renal, hepatic, dermatological, or hematological 
complications were observed during this study. One 
patient developed electrocardiographic changes sug- 
gestive of a myocardial infarction, but the episode was 
clinically silent, if it occurred at all (see case 5 above ). 

The expected unpleasant physiological effects of 
ganglionic blockade were common. Table 3 shows the 
frequency and severity of these undesirable effects as 
they were encountered in this study. Fortunately, 
these effects usually decreased in severity and frequen- 
cy as the chlorisondamine therapy was continued. 
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Eight of the nine patients in group 1 (in whom 
chlorisondamine therapy could be compared with 
therapy with other ganglionic blocking drugs) pre- 
ferred chlorisondamine to either hexamethonium or 
pentolinium, because of the decreased frequency of 
administration, the more stable and lower blood pres- 
sure recordings taken at home, and a decreased fre- 
quency or severity of hypotensive, gastrointestinal, and 
other side-effects. Because of the severe visual blurring 
resulting from use of this drug, one patient preferred 
hexamethonium, even though it was significantly less 
effective in lowering his blood pressure level (see case 
2 above ). Three additional patients (groups 2 and 3) 
rejected chlorisondamine therapy because of side- 
effects. 

The last four patients admitted to the study had 
their cardiac output measured by the dilution tech- 
nique, with use of either the Huff radioisotope meth- 
od * or a modification of the Hamilton method.’ These 
measurements and the calculated peripheral resistance 
were determined both before ana arter the blood 
pressure level was lowered with administration of 
chlorisondamine. Table 4 presents the results. The 
average cardiac index before treatment was within 
the limits of the expected normal range. During 
therapy the average cardiac index fell only 9%, while 
the average calculated peripheral resistance fell 29%, 
and the average blood pressure was reduced from 
221/123 mm. Hg to 138/92—a 25% reduction in dias- 
tolic pressure. 

Comment 


Management of Undesirable side-effects. —Pilocar- 
pine eye drops (1%) decreased blurred vision and 
photophobia; orally given pilocarpine nitrate (5 mg. ) 
often relieved the dry mouth, Sunglasses were also of 
value in controlling photophobia. Some patients ob- 
tained relief of visual blurring by the self-selection of 
two or three pairs of inexpensive nonprescription 
glasses during bouts of blurring. They would use them 
only when blurring occurred. In six patients refraction 
was done and they obtained new glasses when their 
therapeutic program had been stabilized. Mild dizzi- 
ness was relieved by carrying out muscle tightening 
exercises for the legs and abdomen (to augment ve- 
nous return and cardiac output) and by instructing pa- 
tients to avoid rapid changes in position, especially 
sudden standing. Severe dizziness required bed rest 
for a short time, and, if frequent, the dosage was re- 
duced. Heavy exertion, intercurrent infection, drinking 
of alcohol, or taking chlorisondamine on an empty 
stomach increased the likelihood of postural hypoten- 
sion and dizziness. Most patients also had a decreased 
tolerance of alcohol. 

Constipation was only a minor problem during chlor- 
isondamine therapy, in marked contrast to therapy 
with either hexamethonium or pentolintum. When 
constipation did occur it was controlled with nonirri- 
tant laxatives. Patients were instructed to stop taking 
the drug if they became constipated, in order to 
avoid any unplanned increase in the absorption of 


the drug. 


P 
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Impotence occurred in seven patients, and for two 
it was a serious problem. Intramuscularly given testos- 
terone cyclopentylpropionate restored potency in two 
patients; others found it necessary to stop taking 
chlorisondamine on days of anticipated intercourse, in 
order to permit successful coitus. Three patients noted 
some difficulty in voiding, but severe prostatism was 
not encountered in this series. Malaise and fatigue 
were troublesome and elusive complaints, which failed 
to respond to reassurance or to therapy with am- 
phetamine compounds. Fortunately, these symptoms 
decreased with the others after several months of 
uninterrupted therapy. The addition of hydralazine 
or veratrum to the reserpine and chlorisondamine 
regimen was occasionally useful, because it per- 
mitted a decrease in the necessary dose of chlorison- 
damine. 

Effect on Cardiac Output and Peripheral Resist- 
ance.—Smith, Agrest, and Hoobler,” and Crosley and 
co-workers’ reported that intravenously and orally giv- 
en pentolinium lowered the blood pressure level by 
producing a fall in cardiac output proportional to the 
hypotensive effect and that the drug did not significant- 
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control levels when administration of an active drug 
is suddenly stopped ). It would appear that, if placebos 
are used, one must devise a scheme for their gradual 
substitution while the active drug is slowly withdrawn 
over a period of 7 to 14 days. 


Summary 


In a study of 21 male patients with severe benign 
or malignant hypertension, chlorisondamine (Ecolid), 
a new ganglionic blocking agent for oral administra- 
tion, had a longer duration of action, greater patient 
acceptance, and was more effective in three patients 
and Was never less effective than either hexamethon- 
ium or pentolinium. The most satisfactory and stable 
results were obtained when chlorisondamine was used 
in combination with other drugs, especially Rauwolfia 
derivatives. An average diastolic pressure of LOO mm. 
Hg or less was achieved in 18 patients, but 4 of these 
patients refused to take chlorisondamine because of 
side-effects. There were three deaths. 

Preliminary studies in four patients with determi- 
nation of cardiac output and peripheral resistance 
revealed that chlorisondamine caused the fall in 


Taste 4.—Cardiac Output and Calculated Peripheral Resistance in Patients in Group 3 Before and During Chlorisondamine Therapy 


Before Treatment 


Blood 
Pressure 
at Test Mean 
Patient Test No. Mm. Hg Blood Pressure’ Body Position 
De. 1 YAO 36 Sit 
Si. 1 OM 126 153 Sit 
2 20/130 160 Sit 
Fo 1 200/106 137 Supine 
2 204115 145 Supine 
He. 1 238/140 173 Sit 
2 240/158 238 Supine 
\\ 291/123 163 
De. 1 129, 90 103 
Si. 1 158 48 118 Sit 
Fo. 1 140/90 107 Sit 
He. 1 124/88 100 20° jneline 
Ay. 138, 02? 107 


Cardiae Output, 


Caleulated 
Peripheral 
Predicted Normal Resistance, 
Cardiae Indext (Dyne-See./Cm.~ 5) 
258 1,688 


Cardiae Index, 


Liters Min. Liters Sq. M. 
35 


fi. 
2.24 3.54 2,260 
10.50 4.35 3.54 1,218 
7.70 4.00 2 Ms 1,425 
8.30 4.20 1,394 
1.3 3.04 3,027 
3.72 1.99 3.54 5,114 
6.66 3.24 3.23 2 304 
ALD 4.37 2S 1,029 
5.00 2.12 3.4 1,887 
6.25 3.10 5 1,364 
1.17 2.93 $.54 1,916 
1,549 


+ Brandtonbrener, M.: Landowne, M.:; and Shock, 


Diastolic pressure plus one-third of the difference the systolic diastolic pressure, 
7 15, 


> Cireulation 


lv reduce the peripheral resistance. In an attempt to 
confirm these reports, the cardiac output was measured 
and peripheral resistance was calculated betore and 
during chlorisondamine therapy in the last four pa- 
tients who entered this study. While this is too small 
a group to warrant any general conclusions, the results 
are presented because they fail to confirm the re- 
ports mentioned above, and they support the reason- 
able hypothesis that ch'orisondamine therapy lowers 
peripheral resistance to a greater degree than it re- 
duces cardiac output. Of course, it is also possible 
that chlorisondamine may differ from  pentolinium 
in this regard. 

Placebos.—Placebos were not used in this study be- 
cause the severity of hypertension and because the 
magnitude of the response to treatment appeared to 
make them unnecessary. In addition, in early attempts 
to use placebos the serious hazard was encountered of 
the patient mixing active and inert tablets at home. A 
double-blind technique would also seem to be pre- 
cluded by the prominence of familiar side-effects and 
the potential dangers of the active agents. With use of 
placebo periods, one may also encounter the problem of 
“withdrawal rebound” (a rise in blood pressure above 


blood pressure level primarily by lowering periph- 
eral resistance rather than by reducing the cardiac 
output. 


4435 Beacon Ave. (8S) (Dr. Bakke ). 


Two patients of Drs. W. W. Andrus and James M. Burnell 
were included in this study. 

The following pharmaceutical companies supplied the drugs 
used in this study: Ciba Pharmaceutical Products, Inc., Summit, 
N. J.—Serpasil, Apresoline, Ecolid; Riker Laboratories, Inc., Los 
\ngeles—Rauwiloid, Veriloid; Wyeth Laboratories, Inc., Phila- 
delphia—Ansolysen; Burroughs Wellcome & Company, Inc., 
Puckahoe, N. Y¥.—Hexameton; Smith, Kline & French Labora- 
tories, Philadelphia—Dibenzyline; Irwin, Neisler & Co., Decatur, 
Iil.—Unitensen; Eli Lilly & Company, Indianapolis—Provell 
\lalleate. 
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NEED FOR CONSIDERATION OF INTRASPINAL TUMORS 
AS A CAUSE OF PAIN AND DISABILITY 


Winchell McK. Craig, M.D., Rochester, Minn. 


Some years ago my colleagues and I had a patient 
who gave a history of intermittent pain in the right 
upper quadrant associated with distress after eating. 
His general examination revealed little, except roent- 
genographic evidence of nonfilling of the gallbladder. 
Cholecystectomy was done. The pain was relieved for 
two months and then recurred with greater intensity. 
Associated with the pain was evidence of compression 
of the spinal cord. Ultimately an intraspinal tumor was 
removed, with complete relief of pain and disability. 

This case caused us to ask how often an intraspinal 
lesion presented such a problem in differential diag- 
nosis. As a consequence, we reviewed a large series 
of cases; much to our amazement, we found an inter- 
esting group of cases of patients who eventually came 
to neurosurgical operation for the removal of intra- 
spinal tumor. The condition of these patients had been 
diagnosed as degenerative lesions of the spinal cord 
or lesions of the thorax, abdomen, or extremities, and, 
in some cases, surgical treatment had been instituted 
for the relief of pain and disability. 


Classic Case 


Ever since Horsley, with Gowers, performed the 
first successful operation for removal of an intraspinal 
tumor, it has been the ambition of every neurologist 
and neurosurgeon to establish diagnostic criteria for 
the early diagnosis and removal of intraspinal tumors. 
We can learn so much from that first case that a por- 
tion of Gowers’ original description is quoted. 


Capt. G—, aet. 42, had good health until the year 1884. There 
was no history of syphilis. During 1883 and 1884 he endured 
much mental anxiety, and in the latter year he had a considerable 
mental shock—his wife was knocked down and run over in his 
presence, and he was able to save himself from a similar fate 
only by suddenly throwing himself backwards. Soon afterwards 
he began to suffer from a dull pain across the lower part of the 
back, which he thought was due to the strain of the accident. 
This pain passed away in the course of a few weeks and did not 
return. In June, 1884, he first felt a peculiar pain that was the 
most prominent symptom during the early part of his illness. It 
was localised in a spot beneath the lower part of the left scapula. 
This pain commenced suddenly one day while he was walking, 
and was continuous and severe for about a month. It was in- 
creased by active exertion and by the jolting of a carriage. 
Repeated examination failed to reveal any cause for it. After a 
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¢ The histories of a series of patients in whom in- 
traspinal tumors were found at operation have been 
reviewed. The antecedent signs and symptoms were 
varied; they often led to mistaken diagnoses ranging 
from syphilis to cholecystitis and were treated by 
many different medical and surgicai methods. Exact 
diagnosis is essential. The intraspinal tumor some- 
times coexists with organic disease elsewhere in the 
body; occasionally it is a metastasis from a tumor 
of the breast or prostate. The character of the pain 
is informative, since it persists in one area, extends 
over the same nerve roots, is usually lancinating in 
quality, is aggravated by straining, and awakens the 
patient at night. Special diagnostic procedures may 
be necessary in order to distinguish between intra- 
spinal tumor and herniated intervertebral disk. Since 
the pain is generally persistent and severe and since 
the majority of these tumors are benign and operable, 
surgical removal is indicated; it is attended with a 
mortality rate of less than 4%. 


time it became less, but was felt occasionally through the autumn 
and winter. By the spring it had all but ceased, and he was asked 
to go out to China on business. Before undertaking the journey 
he consulted a physician in London, who pronounced the pain 
to be an intercostal neuralgia and suggested that the voyage 
would probably do good. 

While Capt. G— was in the train, on the way to Brindisi, the 
pain returned in severe degree, at the same place, and of the 
same character. During the voyage it continued, varying in 
severity, but when he reached China it was so intense, and was 
so much increased by movement, that he could scarcely walk. 
A German doctor at Shanghai, after a course of Turkish baths 
had been tried without benefit, expressed the opinion that an 
aneurism was the cause of the pain. Digitalis and iodide of po- 
tassium were given, and the latter was increased to large doses 
by two English practitioners at Shanghai, who doubted, however, 
whether there was an aneurism. The pulse became curiously vari- 
able, changing from 120 in the morning to 75 in the afternoon. 
The pain continued, and some fainting attacks occurred, one of 
which was thought to be possibly epileptic in character. 

In October, 1885, still suffering much and very prostrate, he 
left China for England. During the voyage he improved in health, 
the faintings ceased, and the pain lessened, so that in December, 
1885, he could walk a little. Walking had been interfered with 
only by the pain. Other physicians were consulted, and the rest 
of the winter was passed in the South of France. The improve- 
ment continued, and by the spring of 1886 he was so much better 
that he went on to Constantinople on business. While there the 
pain almost ceased. He returned to England in the middle of the 
summer, and, as the pain was still felt a little at times, he con- 
sulted other physicians and by them was sent to Aix-la-Chapelle. 
While he was there the pain returned in great severity and mor- 
phia was injected. In September, 1886, he returned to England, 
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and the pain was then very severe and, as before, was increased 
by movement so that he was again scarcely able to walk. The 
morphia was stopped and blisters applied. An aneurism was 
again suggested as the probable cause of the symptoms, and 
the use of morphia was resumed for a time, but was again dis- 
continued at the wish of the patient himself. He became irritable; 
the continued pain seemed to lessen his power of self-control. 
So marked, indeed, was his mental state that the question was 
seriously raised whether he was quite sane, and whether this 
mysterious pain was anything like as severe as he described. He 
continued in this condition till the end of the year. 

In February, 1887, he again came to London for advice and 
consulted two physicians, who expressed the opinion that there 
was no organic disease and advised him to go abroad. During 
February and March there came on distinct loss of power in the 
legs. The left leg first becarne weak and a few weeks afterwards 
the right. In April he went abroad, and remained away from 
England for two months. During this time the weakness in- 
creased to complete loss of power, sensation became impaired, 
and the urine was retained in the bladder. Still the mental pecu- 
liarities were so conspicuous to those around him that fresh doubts 
were felt as to the reality of his symptoms, and it was suggested 
by someone that he should be put through a course of the Weir- 
Mitchell treatment. Before this step was taken another opinion 
was thought desirable, and the patient was brought to London 
for the purpose on June 4th. I saw him on the following day, in 
consultation with Dr. Percy Kidd, who was connected with the 
patient but had not had anything to do with the previous treat- 
ment. 


A diagnosis of intraspinal tumor was made, On 
June 9, 1887, with the patient under ether anesthesia, 
Sir Victor Horsley removed an intradural intraspinal 
tumor. The patient was relieved of his pain and dis- 
ability and returned to full duty eight months later. 


Cases That Simulated Degenerative Diseases 


Returning to our own series of cases in which 
problems in differential diagnosis were presented and 
in which intraspinal tumors were found at operation, 
I have recorded the various diagnoses, made on the 
basis of pain, discomfort, disability, or more than one 
of these manifestations caused by intraspinal tumors. 
These diagnoses were as follows: multiple sclerosis, 
serum neuritis, diabetic neuritis, syphilitic paraplegia, 
progressive neuropathic (peroneal) muscular atrophy 
(Charcot-Marie-Tooth disease ), polyneuritis, radiculi- 
tis, poliomyelitis, traumatic myelitis, arthritis, tubercu- 
losis of the spinal column, subacute combined sclerosis, 
arteriosclerosis of the spinal cord, appendicitis, 
cholecystitis, salpingitis, oophoritis, nephrolithiasis, 
hemorrhoids, adhesions, uterine fibroids, and retro- 
version of the uterus. Of course, after continued 
observation and with the passage of time, the true 
diagnosis became apparent. One of the impressions 
that I obtained was that cases of degenerative diseases 
should be reviewed from time to time. If operation has 
been done in some cases without relief of pain and 
disability, further observation is necessary to make the 
final diagnosis. 

Below are data on some of the cases in which 
diagnosis was made and treatment instituted in the in- 
terval between the onset of the disease and operation. 

Case 1.—A man, aged 42, sprained his left ankle and developed 
weakness of his left foot in 1938. He noticed rectal and urethral 
sphincteral difficulty eight months later. His condition remained 
the same. In 1943 he was rejected by the Army, with a diagnosis 
of multiple sclerosis. In 1944, some atrophy of the calf muscles 
developed on the left side. Examination of the cerebrospinal 
fluid revealed a protein concentration of 120 mg. per 100 cc. A 
myxopapillary ependymoma was diagnosed by myelography and 
removed at laminectomy. 
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Case 2.—A woman, aged 56, developed sudden pain in the 
back while carrying a heavy load. Six months later some numb- 
ness developed in both feet, and there was increasing weakness 
and stiffness in the feet, legs, and thighs. A diagnosis of combined 
sclerosis was made, and the patient was observed for two years. 
Examination revealed that there was incontinence, that the pa- 
tient was on crutches, and that there was a sensory level opposite 
the sixth thoracic vertebra. Examination of the cerebrospinal 
fluid revealed a block, with a protein concentration of 100 mg. 
per 100 ce. An intradural, extramedullary meningioma opposite 
the fourth thoracic vertebra was removed at operation. 


Case 3.—A woman, aged 59, who had fallen on the ice, suffered 
from low back pain and sciatic pain on the right side for two 
years. She was temporarily relieved by strapping and traction. 
The neurological examination was negative. Pain was intermit- 
tent and intense and so severe that she threatened suicide. 
lophendylate (Pantopaque) myelography revealed a neurofi- 
broma opposite the second lumbar vertebra; this was removed 
at operation. 


Case 4.—A man, aged 34, who had injured his back 10 years 
before coming to the Mayo Clinic, had suffered from intermittent 
low back pain and leg pain. Bilateral weakness and atrophy of 
the legs, but especially atrophy of the buttocks, developed. A 
diagnosis of progressive neuropathic (peroneal) muscular 
atrophy had been made, and the patient had been treated accord- 


Fig. 1.—Patient in whom intraspinal tumor simulated progres- 
sive neuropathic (peroneal) muscular atrophy (Charcot-Marie- 
Tooth disease ). 


ingly. On examination, his cerebrospinal fluid protein concen- 
tration was 240 mg. per 100 cc. An ependymoma of the filum 
was found by myelography and removed with laminectomy 


(fig. 1). 


Case 5.—A woman, aged 37, developed pain in the left scapula 
and breast, which persisted for 10 months without relief. Since it 
gradually extended into the right lower quadrant, appendectomy 
was performed. Because of weak sphincters, hemorrhoidectomy 
and perineorrhaphy were performed. The pain continued, Exam- 
ination revealed bilateral weakness of the legs and a sensory 
level at the fifth thoracic dermatome. A neurofibroma opposite 
the fifth thoracic vertebra was removed at operation. 


Case 6.—A man, aged 76, had had a carcinoma of the colon 
removed seven years previously. Over a period of seven months, 
numbness and weakness of the left arm and leg developed, and 
for six months before admission to the Mayo Clinic, there was 
weakness of the right leg. This weakness proved painless for 
several months until pain in the neck developed, which was made 
worse when he sneezed. He gradually lost control of his sphinc- 
ters, and a diagnosis of metastatic tumor of the spinal canal was 
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made. An extramedullary neurofibroma of the fourth cervical 
segment was removed, with return of sphincteral control and 
strength in the legs. 
The Pain Syndrome in Differential Diagnosis 

The pain that brings the patient to the physician 
may be varied and sometimes difficult to explain. Pain 
is a purely subjective sensation. It may be the result 
of an emotional, psychic, or physical stimulation. To 
the patient, the emotional and psychic pains are as 
real as physical or organic pain, and for this reason 
they become one of the chief stumbling blocks in the 
differential diagnosis of pain syndromes. Functional 
or organic pains may be the result of an emotional 
exhaustive state, of hysteria, of habit reaction, or of 
an inadequate personality. Unfortunately, any attempt 
to relieve such pain by surgical measures is likely only 
to aggravate the condition. 

The statement made by the French physician Le- 
riche in 1939 is one that every physician should keep in 
mind when he is listening to a patient's story of his ail- 
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Fig. 2.—Male patient with pain in right costal margin in whom 
neurofibroma opposite the fifth thoracic vertebra was removed 
at laminectomy. Shaded areas show localization of tumor, areas 
of pain projection, and atrophy. In figures 2 through 7, sensory 
defects are given grades from 0 to 4 or IV, in which 4 or IV 
indicates maximal defect. Sensibility to touch is represented in 
arabic numerals, to pain in arabic numerals enclosed in a circle, 
and to temperature in roman numerals. Vibratory sense is indi- 
cated by V. The transverse lines represent the so-called sensory 
level designating the projection of the demarcation of the sensory 
changes. 


ment: “In every age, mankind has been subject to pain, 
and yet today we know very little about it. The subjec- 
tive phenomena of the pain and its imperceptibility to 
the other person may explain this fact.” Leriche empha- 
sized that the peculiarities of the individual color the 
conception of pain and its real meaning and that the 
personality of the individual regulates the development 
and maintenance of physical pain. Constant association 
with patients teaches physicians that people differ in 
their reaction to pain; one may be insensitive to what 
another would bear only with great suffering. For this 
reason, the response to pain appears to be due to differ- 
ent grades of will power and character. 

The history of pain is probably one of the most 
outstanding features in summing up the differential 
diagnosis between intraspinal tumors and lesions else- 
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where in the body that produce similar symptoms. In 
a large percentage of cases, the symptom of pain is 
associated with some motor or sensory derangement, 
which immediately gives a clue to the nature of the 
underlying pathological process. However, there are 
some cases of intraspinal tumor in which pain persists 
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Fig. 3.—Female patient with pain in the abdomen and low in 
the chest in whom endothelioma opposite the fifth thoracic verte- 
bra was removed at laminectomy. See explanation in figure 2. 


as the outstinding symptom for a number of months, 
or even years, proving so resistant to the more con- 
servative forms of treatment that more radical meas- 
ures seem imperative. In the apparent absence of 
associated neurological symptoms, operations on the 
abdomen, chest, and extremities are often carried out 
in the mistaken hope of relieving this pain. 


- 
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Fig. 4.—Male patient with pain in the back and right lower 
quadrant in whom neurofibroma opposite the first lumbar verte- 
bra was removed at laminectomy. See explanation in figure 2. 


In reviewing our series of cases of intraspinal tumor, 
it was found that such surgical procedures had been 
carried out in more than 10% of the cases. Examples 
of these cases are presented in an effort to emphasize 
that, if the pain persists, it may be of central origin, 
and it is necessary to analyze the pain and to make 
repeated neurological and other examinations, even 
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in the presence of other coexisting pathological 
changes. The following types of operation have been 
performed for the relief of pain, discomfort, and dis- 
ability caused by intraspinal tumors before the pa- 
tient developed neurological symptoms: appendec- 
tomy, oophorectomy, cholecystectomy, hysterectomy, 
nephrolithotomy, hemorrhoidectomy, bone graft, sus- 
pension of the uterus, salpingectomy, and tendon 
transplantation. Among the patients operated on, 
there were a small number in whom there were co- 
existing lesions contusing the diagnosis. In those cases, 
the following diagnoses were made: cholecystitis, 
nephrolithiasis, uterine fibroids, and cystic ovary. 


Cases in Which Pain Recurred After Operation 


Our first experience, to which I referred at the be- 
ginning of this article, is described in more detail 
below. 


A 38-year-old man had, for 10 months, intermittent, colicky 
pain in the right costal margin associated with distress after eat- 
ing. Roentgenographic studies showed a nonfunctioning gall- 
bladder. After cholecystectomy was performed, the patient’s pain 
was relieved for two months. At that time it recurred with greater 
intensity; there was numbness and stiffness of the legs. Three 
months postoperatively there was a sensory level opposite the 
fifth thoracic vertebra. Examination of the cerebrospinal fluid, 
which was yellow, revealed a subarachnoid block. A neurofi- 
broma opposite the fifth thoracic vertebra was removed at 
laminectomy. There was complete relief of pain and disability 
(fig. 2). 

When pain persists in the abdomen and pelvis for 
a long time, as is described in the following case, and 
a mass is found in the pelvis, what is more natural 
than to remove the pelvic mass? However, if the pain 
persists, the possibility of a central cause should be 
kept in mind. 

A 37-year-old woman had intermittent pain, which was worse 
at night, in the abdomen and low in the chest for 11 months. A 
small ovarian mass was found, and left oophorectomy was per- 
formed. However, the pain persisted, and one month postopera- 
tively there was pain and numbness of the left leg. Six months 
postoperatively there was a sensory level opposite the seventh 
thoracic vertebra. There was loss of motion and sensation in the 
lower extremities. Examination of the cerebrospinal fluid, which 
was yellow, revealed a subarachnoid block. An endothelioma 
opposite the fifth thoracic vertebra was removed at laminectomy 


(fig. 3). 

Any persistent or intermittent pain extending to the 
right lower quadrant, as in the case below, should 
immediately suggest appendicitis, and, if it is associ- 
ated with appropriate clinical and laboratory findings, 
appendectomy should be done. If there is a_per- 
sistence of pain after appendectomy, presence of an 
intraspinal tumor should be considered. 

A 36-year-old man had intermittent pain in the back and right 
lower quadrant for three years. Two years before he came to the 
Mayo Clinic, he underwent an appendectomy. His pain was 
relieved for two months. Then it recurred, with extension to the 
back part of the leg. A myelogram was taken of the first and 
second lumbar vertebrae. Examination of the cerebrospinal fluid, 
which was yellow, revealed a subarachnoid block. A neurofi- 
broma opposite the first lumbar vertebra was removed at lami- 
nectomy (fig. 4). 


Urologists and urologic surgeons always think of 
nephrolithiasis or renal tumor when the complaint 
is pain in the renal region. If, as is described below, 
there is a shadow in the roentgenogram indicative of 
renal stone, the treatment is nephrolithotomy. Persist- 
ence of pain should suggest intraspinal tumor. 
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A 34-year-old man had pain in the right loin for 10 months. 
The x-ray films showed kidney stone. Though nephrolithotomy 
was performed, the pain was still present at night. Two months 
postoperatively there was complete loss of sensation below the 
knees. The cerebrospinal fluid for examination was taken from 
the second lumbar interspace. A fibrochondroma was removed at 
laminectomy (fig. 5). 
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Fig. 5.—Male patient with pain in the right loin in whom fibro- 
chondroma was removed at laminectomy. See explanation in 
figure 2. 


There has been a great deal written about shoulder 
pain extending to the costal margin, as in the case 
described below. Gallbladder disease has been asso- 
ciated with the syndrome, especially if there is a 
history of distress after eating. Persistence of the pain 
and discomfort should suggest an intraspinal tumor. 

A 59-year-old woman had shoulder pain extending to the 
costal margin for six months. The pain was worse at night, and 
there was food intolerance. After cholecystectomy was per- 
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Fig. 6.—] emale patient with shoulder pain extending to costal 
margin in ‘vhom endothelioma opposite the third thoracic verte- 
bra was re noved at laminectomy. See explanation in figure 2. 


formed, the pain was relieved for one month. There was loss of 
motion and sensation in the lower extremities. Six months post- 
operatively there was a sensory level opposite the third thoracic 
vertebra. Examination of the cerebrospinal fluid, which was 
yellow, revealed a subarachnoid block. An endothelioma opposite 
the third thoracic vertebra was removed at laminectomy (fig. 6). 
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The epidemics of poliomyelitis and the emphasis 
on the disease in the medical literature have focused 
our attention on this disease. Rehabilitative measures 
have been developed, consisting of tendon transplanta- 
tions and plastic surgery procedures. A history of pain 
is not helpful in making a differential diagnosis, but 
progression of weakness and pain should suggest an- 
other diagnosis. 

A 43-year-old man had intermittent pain in the sacroiliac and 
left leg for three years. For two and a half years there had been 
atrophy of the left leg. Since the condition was diagnosed as 
poliomyelitis, a tendon transplantation was done. However, the 
pain so increased that the patient had to sleep sitting up in a 
chair. Control of the rectal and urethral sphincters was decreased 
to about half of normal. The knee jerk and ankle jerk were absent 
on both sides to a maximal degree. Examination of the cerebro- 
spinal fluid, which was yellow, revealed a subarachnoid block. 
A neurofibroma opposite the first to the fifth lumbar vertebrae 
was removed at laminectomy (fig. 7). 
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Fig. 7.—Male patient with pain in sacroiliac region and left leg 
in whom neurofibroma opposite the first to the fifth lumbar ver- 
tebrae was removed at laminectomy. See explanation in figure 2. 


Comment 


In reviewing the records of patients who have been 
relieved of disabling symptoms by surgical removal 
of an intraspinal tumor, it was extremely interesting 
to note the many problems that involved general 
medicine and surgery that had continually presented 
themselves during the development of the symptoms 
and before a correct diagnosis could be made. The 
usual pain of an intraspinal lesion may precede any 
other symptom by months or years. It may be constant 
or intermittent. Its chief characteristic is that it occurs 
when the patient is at rest and that it is relieved 
by exercise. The character of the pain is almost pathog- 
nomonic, since it persists in a localized area and 
extends over the same nerve roots. It is usually lan- 
cinating and is aggravated by coughing, sneezing, 
lifting, and straining during bowel movement. It in- 
variably awakens the patient four to six hours after 
he has retired. It often becomes so severe as to compel 
the patient to walk the floor or to sleep in a sitting 
position. Unfortunately, many patients are treated for 
neuritis, muscular rheumatism, or syphilis; some have 
been even called hysterical. 

One of the most important considerations is that 
the intraspinal lesion may be associated with a con- 
stitutional disorder, and for this reason a complete 
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examination should be made. This, of course, should 
include the usual examination of the blood and urine. 
Also the Wassermann reaction and other serologic 
tests, if they are indicated, should be done. Roentgeno- 
grams have been of value in localizing intraspinal 
tumors in about 60% of the cases, and for this reason 
good roentgenograms of the vertebral column and 
thorax should be made. A complete neurological 
examination is necessary, for some small and apparent- 
ly insignificant change in motor, sensory, or reflex 
power may be of extreme importance in making a 
differential diagnosis. The examination of the cerebro- 
spinal fluid is imperative, for not only are the physical 
characteristics important but the chemical and sero- 
logic changes may be the one clue to the correct 
diagnosis. Increase in the amount of protein, increase 
in the number of cells, a yellow color, changes in 
intraspinal pressure, and response to changes of intra- 
cranial pressure, especially to compression of the 
jugular veins, should all be noted. Iophendyl> 
myelograms should be made in all cases of suspected 
intraspinal tumor. 

Since an intraspinal tumor may be a metastatic 
lesion, a general examination is important. Of all 
malignant tumors, carcinomas of the breast and pros- 
tate gland are most likely to metastasize to the spinal 
cord. It must not be forgotten that metastatic involve- 
ment of the spinal cord may not become evident until 
many years after the primary tumor has been removed. 
Since carcinoma of the prostate gland may not pro- 
duce local symptoms, rectal examination should be 
made. 

Like metasvatic lesions of the spinal cord, primary 
malignant tumers of the vertebral column and con- 
tiguous tissues are infrequent; even if there is evi- 
dence in the roentgenograms of destruction of the 
bone, it sometimes is advisable to operate and _ re- 
move as much of the tumor as is possible and then 
employ radiation therapy in an attempt to relieve 
the compression of the spinal cord and to control 
the growth of the tumor. This type of procedure 
sometimes produces gratifying results. 


Treatment and Care 


Anesthesia.—The treatment for intraspinal lesions 
is, of course, surgical; of primary importance is the 
type of anesthesia under which the operation is done. 
The selection of proper anesthesia to use during 
operations on the spinal cord depends on the patient 
and on the facilities for administration. Most pa- 
tients who have had a great deal of pain from the 
intraspinal lesion prefer general anesthesia. However, 
paravertebral regional anesthesia produced with pro- 
caine hydrochloride and epinephrine minimizes the 
amount of bleeding, but it cannot be used for hyper- 
sensitive patients. Since the introduction of thiopental 
(Pentothal) sodium anesthesia produced by  intra- 
venous injection, my colleagues and I have been us- 
ing it almost exclusively in this type of case, with 
excellent results. The intravenous administration of 
thiopental sodium is made safer by the use of the 
Magill intratracheal tube, through which oxygen and 
nitrous oxide can be administered as an adjunct 
throughout the operation. 
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Operation.—The objective of surgery is relief of 
compression of the spinal cord. The surgical mortality 
rate associated with removal of tumors of the spinal 
cord is less than 4%. Exposure of the spinal cord at 
operation is accompanied by so little risk that it can 
be carried out routinely in the presence of dysfunction 
of the spinal cord associated with a distinct sensory 
level and subarachnoid block or when the site of the 
tumor has been established by means of iodized oil. 
Good exposure of the spinal cord is an essential fac- 
tor, and, of course, the size and extent of the tumor 
necessarily control the extent of the laminectomy. 

Postoperative Care.—Postoperative care has been 
‘greatly simplified since the introduction of the practice 
of early ambulation. Previously, patients undergoing 
laminectomy for the removal of intraspinal tumors 
were kept flat in bed for two or three weeks. Now, 
ambulation within the first three to five days is not 
uncommon, depending on the previous disability and 
the ability of the patient to be up and about. Early 
ambulation has greatly reduced the incidence of 
vesical complications, which necessitate the use of 
an indwelling catheter for the first few days after 
operation. Early ambulation also has reduced the 
need for passive motion and massage, since patients 
who are up and about can themselves exercise the 
muscles that are undergoing recovery. The time re- 
quired for the complete return of function of the 
paralyzed muscles is influenced by the duration and 
severity of the paralysis. 


Simulation of Protruded Lumbar Intervertebral Disk 


One of the problems of differential diagnosis is be- 
tween intraspinal tumor and protruded or herniated 
intervertebral disk. A survey of the distribution of 
intervertebral disk herniations reveals that they can 
occur in any section of the vertebral column, but the 
majority of them can be localized to the lumbosacral 
area. Cervical and thoracic disk herniations can be 
difficult to diagnose, but the clinical history, symptoms, 
and physical findings usually are so helpful that studies 
with use of contrast mediums may be unnecessary. For 
about every 25 operations performed for protruded 
lumbar intervertebral disk at the Mayo Clinic, one 
operation is performed for intraspinal tumor that is 
so situated that, at some time during its course, it 
could simulate a protruded lumbar intervertebral disk. 

From study of 1,296 cases in which operation was 
performed for intraspinal lesions at or below the 
level of the 10th thoracic vertebra, it was evident that 
the symptoms and signs of intraspinal tumors that 
originate at the level of the 10th thoracic vertebra or 
lower may simulate those of the protruded lumbar 
intervertebral disk. In these instances the true nature 
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of the lesion producing the signs and symptoms can- 
not be determined from the history and neurological, 
orthopedic, or simple roentgenographic examination. 
However, when intraspinal investigation, consisting 
of analysis of cerebrospinal fluid and myelographic 
studies, is carried out, in most instances the presence 
of intraspinal tumor becomes evident and its loca- 
tion is established. In those instances in which intra- 
spinal investigation does not establish the true nature 
of the lesion, subsequently repeated mvyelographic 
study with a contrast medium may be necessary to 
localize the lesion accurately. In this way the opera- 
tion can be directed to the site of the lesion, and the 
proper diagnosis can be established at operation. By 
analysis of cerebrospinal fluid and myelographic 
studies, a significant number of errors can be avoided. 


Summary 


Intraspinal tumors may simulate other neurological 
lesions or the neurological manifestations of constitu- 
tional diseases or infection. The pain syndrome, which 
is present in 80% of the cases, may persist for months 
or years and may simulate diseases of the pericardium 
and pleura; diseases of the biliary, urinary, and gas- 
trointestinal tracts; and diseases of the peripheral 
nerves, muscles, and bones. The majority of tumors of 
the spinal cord are benign and operable. If tumors 
of the spinal cord are removed before they produce 
irreparable damage to the spinal cord, a restoration 
of function almost always follows. Operation for the 
removal of tumor of the spinal cord is attended with 
a mortality rate of less than 4%. Frequently, repeated 
examinations are necessary and prolonged periods of 
observation are needed before a definite diagnosis of 
intraspinal tumor can be made. 

In the interval between the onset of pain or dis- 
ability, or both, and the final diagnosis, degenerative 
lesions may be suspected; lesions of the thorax, ab- 
domen, and extremities may be treated; and even 
surgical procedures may be used in an effort to relieve 
the symptoms. Coincidental pathological lesions may 
be blamed and removed without relief—or with only 
temporary relief. 

Persistent pain should be suspected of being of 
central origin. Disabling neurological disorders that 
do not progress or present the usual clinical picture 
should be suspected as having intraspinal lesions as 
their cause. Repeated neurological examinations and 
examinations of the cerebrospinal fluid should be ac- 
companied by studies with the use of a contrast 
medium of the subarachnoid space of the spinal 
column. Protruded disks can so simulate intraspinal 
tumors that a myelogram may be necessary to differ- 
entiate between them. 


Fluid Intake in Infections of the Urinary Tract.—It is often difficult to decide on the best 
amount of fluid intake when treating urinary infections. There are various factors here and 
the soundest principle is to give a large intake unless the aim is to get a high concentration 
of a drug in the urine. This applies to both chemotherapy and antibiotics but it is better 
to allow sufficient intake in a febrile patient to prevent thirst. Another important point is to 
consider the excretory competence of a kidney which is already failing because of pyelone- 
phritis and which may not be able to cope with a high fluid intake —J. C. Hawksley, C.B.E., 
M.D., F.R.C.P., The Treatment of Non-Tuberculous Infections of the Urinary Tract, The 


Practitioner, September, 1956. 
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CLINICAL NOTES 


USE OF HYPNOANESTHESIA FOR 


CESAREAN SECTION 


AND HYSTERECTOMY 


William S. Kroger, M.D. 


and 


Sol T. DeLee, M.D., Chicago 


The following report concerns what is believed to 
be the first cesarean section and hysterectomy ever 
performed with use of hypnoanesthesia per se. The 
entire surgical procedure was accomplished without 
the induction of analgesia preoperatively or the use of 
anesthetic agents of any type. We have described how 
hypnosis is used as an analgesic or anesthetic agent 
for labor and delivery.’ 


Technique 


Since our patient wished to participate consciously 
in the entire experience, the hypnotic technique de- 
scribed by Schultz* was employed. Briefly, this 
method requires a rehearsal of the surgical procedures 
to be performed. The details of the operation are 
described to the patient while she is in a deep hypnotic 
state. Rehearsal of the entire surgical procedure with 
the patient in the deep hypnotic state apparently 
“blocks” the neurophysiological pathways involved in 
the transmission of pain impulses. Thus, the effects of 
learning and experiential conditioning of the pain 
receptors in the higher brain centers under hypnosis 
protect the patient from surprise, apprehension, fear, 
and tension and tend to raise the threshold of pain. 

A similar mechanism no doubt explains the marked 
difference in pain perception between most  primi- 
paras and multiparas. If the patient knows what to 
expect, the fear of the unknown is removed and pain- 
ful afferent impulses are, to some degree, decreased 
in intensity as the result of past experiences. Since 
hypnosis is essentially a state of increased suscepti- 
bility to suggestion through which motor and sensory 
processes are altered to initiate appropriate behavior, 
learning and conditioning are markedly facilitated. In 
this connection, it is interesting that the only time our 
patient complained of pain was when the towel clips 
were being placed on the abdomen, prior to making 
the skin incision. This apparently minor detail was 
inadvertently left out of the rehearsal. That two other 
patients operated on under hypnoanesthesia had simi- 
lar experiences indicates how well perceptual aware- 
ness and adaptive responses can be organized into 
a variety of reactions depending on the range of the 
learning processes. 


Report of a Case 


A married woman, 27 years of age, para 2, gravida 3, was 
admitted to the Chicago Lying-in Hospital for an elective 
cesarean section and hysterectomy that was performed by one 
of us (S. T. D.) on April 20, 1956. It had been decided earlier 
to use pure hypnosis, if possible, because of the patient’s ex- 
treme apprehension concerning the use of inhalation, spinal, or 
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local infiltration anesthesia. The local infiltration method of an- 
esthesia had been used for two previous cesarean sections. The 
indication for the first cesarean section had been preeclampsia. 

Because the early tests had indicated that the patient would 
be able to achieve a satisfactory depth of hypnosis, training 
for hypnoanesthesia was not begun unti! the last three months 
of gestation, and during that time the patient was hypnotized 
six times by one of us (W.S.K.). As expected, she developed 
into an excellent subject and exhibited most of the phenomena 
of deep hypnosis; namely, anesthesia and the ability to follow 
posthypnotic suggestions and to enter into complete rapport 
with the operator. Because of this, she was conditioned to enter 
the hypnotic state either at the suggestion of the operator or 
by autohypnosis. Complete hypnoanesthesia for various portions 
of the body could be readily produced by either method. 

The patient was brought to the operating room at 7:15 a.m. 
The preoperative blood pressure was 125/85 mm. Hg, and the 
pulse rate was 84. Hypnosis was induced at 7:55 a.m. Within 
a few moments, catalepsy of the right arm indicated that a 
medium stage of hypnosis had been reached. The blood pres- 
sure level dropped to 95/60 mm. Hg. The depth of the hypnotic 
state was deepened by repeated suggestions to breathe slower, 
deeper, and more regularly. Suggestions that she was falling 
into a deep, sound sleep-like state were also given. The skin 
incision was made at 8:15 a.m., at which time the blood pres- 
sure was 80/60 mm. Hg and the pulse rate had risen to 90. 
There was no pain reflex or facial flinch as the skin, subcutane- 
ous tissues, muscles, and peritoneum were incised. The breath- 
ing was slow, deep, and regular. The abdominal muscles were 
completely relaxed. There was no bleeding, and not a single 
blood vessel in the skin or subcutaneous tissues had to be 
clamped. The patient stated that she felt no pain or discomfort. 

During the extraction of the infant by forceps, which was 
complicated by the protrusion of the infant’s shoulder and arm 
through the uterine incision, the pulse rate gradually increased 
to 100. The total hysterectomy was begun at 9 a.m. The pulse 
rate dropped to 76 and remained at this level until skin closure 
was performed at 9:40 a.m. 

The blood pressure level gradually rose from 80/60 at 8:15 
a.m. to 105/90 mm. He at 9 a.m. and then declined to 82/64 
mm. Hg during the last 30 minutes of the operation. The pa- 
tient exhibited absolu.ciy no clinical evidence of shock, in spite 
of the extensive surgery and an estimated blood loss of 350 ce. 
She conversed during the entire operation and ecstatically ob- 
served the baby as it was delivered from her abdomen. When 
the broad ligaments were clamped, she said, “It just tickles.” 

Upon termination of the operation, she was given post- 
hypnotic suggestions to void spontaneously, which she did, and 
that she would have no postoperative pain, insomnia, or loss 
of appetite. The patient left the operating room in excellent 
condition. Her postoperative course was uneventful, and she 
left the hospital on the 10th postoperative day. 


Comment 


Hypnoanesthesia is highly effective in carefully se- 
lected and trained subjects. Esdaile * in 1850 reported 
several hundred surgical operations performed with 
the patients under pure hypnotism (mesmeric 
anesthesia). All of these operations were witnessed 
and carefully documented. They included amputations 
of limbs, removal of huge scrotal tumors (80 to 120 
lb. ), cauterizations, and other miscellaneous and pain- 
ful procedures. Since then an occasional case of sur- 
gery performed with the patient under hypnosis has 
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been reported,’ but nearly all of the patients were 
given some type of medicament or anesthetic agent 
preoperatively, 

Most investigators have noted the almost complete 
absence of neurogenic shock when surgery is per- 
formed with the patient under hypnosis. In spite of 
this, no clinical research has been directed toward 
this aspect of shock, outside of recognizing the im- 
portant role that the pituitary-adrenal axis plays in 
the body's adaptation to stress. Measurement of the 
corticosteroid output, eosinophil response, and other 
indexes of stress during surgery performed with the 
patient under hypnosis might elucidate the whole 
mechanism of surgical shock. The mechanism of 
hypnoanesthesia is, as yet, poorly understood. How- 
ever, electromyographic studies indicate that pain is 
perceived in the tissues, but, during deep hypnosis, 
noxious stimuli do not reach the pain receptors in the 
higher brain centers. This probably occurs as the 
result of “synaptic ablation” (the synapses remain 
open) in the spinal cord. Apparently, the higher 
cortical centers are not excited during deep hypnosis. 
Hence, the vegetative nervous svstem is able to main- 
tain homeostasis and, thus, raise the adaptive response 
of the organism to stress. 

We wish to emphasize that hypnosis is never going 
to be a substitute for chemoanesthesia, because it can 
be utilized in only about 10% of carefully selected 
patients. However, when hypnosis is used to potentiate 
local or general anesthesia, it can reduce the quantity 
of the medicaments used. Its use also has many pre- 
operative advantages. Since its use allays fear and 
tension, the induction of inhalation anesthesia is thus 
facilitated; anoxemia is reduced, and, because of the 
profound relaxation, valuable time is saved. The tra- 
ditional preoperative administration of morphine, 
meperidine (Demerol) hydrochloride, and pentobar- 
bital sodium often can be eliminated even in those 
patients who can enter only the light stage of hypno- 
sis. Beecher ® believes that, even in minimal doses, 
these agents produce some degree of respiratory de- 
pression and lower the blood-oxygen volume. He 
states, “Narcotics are not necessary for preanesthetic 
medication but their presence is actually harmful.” 
He found that, when some patients received a placebo 
(0.6 mg. of atropine sulfate), experienced anesthe- 
siologists could not tell which patients had received 
the narcotic or placebo. Since suggestion works so 
well, it is obvious that the use of hypnosis would be 
more efficacious. 

Postoperatively, hypnosis is of inestimable value 
when used with chemoanesthesia. To illustrate: When 
surgical patients wake up they usually are afraid to 
cough because of the ensuing excessive pain. This is 
especially true for those who have had operations on 
the upper part of the abdomen. In good subjects who 
have been trained to enter quickly into the hypnotic 
state, this fear and often the pain may be eradicated 
in a matter of seconds by simply reinducing hypnosis. 
Through posthypnotic suggestions the breathing and 
cough reflex can be readily regulated. Because of the 
extreme relaxation, hypnosis also facilitates aspiration 
through the tracheobronchial passages. This helps to 
prevent pneumonitis and atelectasis. Excessive post- 
operative retching usually can be decreased, and, in 
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good hypnotic subjects, these annoying complications 
can be prevented entirely.® Pertinent to the psycho- 
somatic aspects of postoperative care is the recent re- 
port * demonstrating that the healing of wounds was 
enhanced in patients who were severely burned when 
the pain was controlled by hypnosis instead of by the 
administration of appetite-suppressing opiates. This 
enhancement was due to improved nutritional factors. 


Summary 


A cesarean section and hysterectomy was performed, 
with hypnosis used as the sole analgesic and anesthetic 
agent. The technique of rehearsal of the intended sur- 
gery was used to condition the patient against sur- 
prise, fear, and apprehension. This raised the 
threshold of pain. The patient was fully conscious 
during the entire procedure and watched the delivery 
of her baby. There was absolutely no pain or evidence 
of clinical shock during the opening of the abdomen, 
the extraction of the baby, the extirpation of the 
uterus, and closure of the incision. The use of hypnosis 
definitely inhibits noxious and painful impulses from 
reaching the higher brain centers, and by these 
measures the adaptive responses to stress are in- 
creased, 

Hypnoanesthesia per se is recommended only for 
certain patients. These constitute less than 10% of 
selected patients requiring major surgery. It has a 
much wider field of application when used as an 
adjunct to chemoanesthesia. In this capacity, it can de- 
crease the quantity of anesthetic required and facili- 
tate induction of anesthesia, due to marked muscular 
relaxation. Additionally, anoxia is greatly diminished. 
In many patients, the use of hypnosis can obviate the 
traditional use of preanesthetic medicaments and thus 
lessen the tendency to the development of respiratory 
depression. Employed postoperatively, with or without 
chemoanesthesia, hypnosis often can prevent pul- 
monary complications, postoperative pain, and vomit- 
ing. As the result of improved nutrition the healing of 
wounds is facilitated. 

“Synaptic ablation” is suggested as the mechanism 
ot hypnosis that prevents painful impulses from reach- 
ing the higher brain centers. Further psychophysi- 
ological investigations are needed to elucidate the 
mechanisms by which the use of hypnosis eliminates or 
reduces neurogenic shock, that is, shock not due to 
hemorrhage. 

Since hypnosis is a multifaceted tool, its utility 
could be broadened if it were used more often in con- 
junction with chemoanesthesia. Its use in this way 
should have a salutary effect by promoting a healthier 
acceptance of the use of hypnosis among patients, 
especially if its numerous advantages are employed 
judiciously. 

104 S. Michigan (3) (Dr. Kroger). 
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DILATATION OF THE PUPILS IN PARATHION POISONING 
Ernest M. Dixon, M.D., Wenatchee, Wash. 


With the advent of the organic phosphorus insecti- 
cides, it has become important for all physicians who 
may be called upon to serve persons in agricultural 
pursuits to familiarize themselves with the salient fea- 
tures of the high inherent toxicity of these cholines- 
terase-inhibiting compounds and the special treatment 
required for poisoned individuals. A review prepared 
by the Committee on Pesticides of the American 
Medical Association contains much information on the 
toxicology and pharmacology of these insecticides and 
on the diagnosis and treatment of human poisoning 
by them.’ 

A generally known and accepted sign of poisoning 
from the standpoint of establishing an early diagnosis 
has been that of extreme miosis (pin-point pupils), 
which develops after the inhibition of cholinesterase 
and as a consequence of marked parasympathomi- 
metic stimulation of the iris. Treatment, which is di- 
rected at counteracting the cholinergic action with 
large doses of atropine, is usually guided, in part at 
least, by the degree of mydriasis produced, although 
control of more significant but less readily observed 
functions should be attained.* 

A number of reports have indicated that miosis is 
not a constant finding in animals ° or man* after suf- 
ficient exposure to a number of organic phosphorus 
compounds to produce systemic effects. However, in 
view of the emphasis that has been accorded the de- 
gree of pupillary constriction as a finding essential to 
the diagnosis and as a gauge of the adequacy of ther- 
apy, the two recent cases that follow appear worthy 
of record. They represent instances of severe illness 
due to poiscning from the organic phosphorus insecti- 
cide, parathion, in which the failure of miosis to occur 
early in the illness resulted in delay in diagnosis and, 
therefore, in delay in the institution of adequate treat- 
ment. 


Report of Cases 


Case 1.—A 15-year-old boy had been engaged in the loading 
of a 45% solution of parathion into airplanes (3 gal. and 1 pt. of 
emulsifiable concentrate with water to make 50 gal.) and in flag- 
ging the course of the plane during spraying for a period of 
two weeks. He experienced frequent, small respiratory exposures 
to the 3.5% spray and on several occasions got small amounts of 
the concentrated stock solution on his skin. His only unusual 
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exposure occurred on July 11, 1953, at 5:30 p. m., when, in 
loading a plane, he spilled a small amount of the parathion con- 
centrate on his skin. Until that time he had felt well in all 
respects, but within an hour he developed nausea, vomiting, 
headache, diaphoresis, confusion, and awkward gait. On exam- 
ination at 6:30 p. m. it was observed that his pupils were dilated, 
the pulse was rapid, and the reflexes were hyperactive. In view 
of the extreme heat of the day and the dilatation of the pupils, 
the physician felt that the patient was suffering from heat 
exhaustion; however, as the patient had been exposed to para- 
thion, he did empirically administer 0.6 mg. of atropine sulfate 
hypodermically. The patient was put to bed and soon was 
asleep. At 8:30 p. m. he awakened with muscular twitching, 
ptyalism (sialorrhea), and diaphoresis and was observed to 
have developed extreme miosis. It was then that the true na- 
ture of the illness became apparent, and appropriate steps were 
taken to remove him to a hospital. Atropine, 0.6 mg., was ad- 
ministered again at 8:45 p. m., and a third dose was given just 
before the patient was placed in the ambulance at 9:15 p. m. The 
patient was taken over 100 miles to a hospital. On arrival (1:30 
a. m., July 12, 1953) he was critically ill, being comatose, in 
opisthotonos, having repeated clonic convulsions, and exhibiting 
other manifestations of severe poisoning. Intensive therapy con- 
sisted of frequent doses of atropine and supportive measures. 
In addition to the three doses received for first aid, the dose 
of atropine in the hospital was 0.6 mg. given approximately 
every 20 minutes for 8 doses, then 0.4 mg. every hour for 8 
doses, then every three hours as needed for 5 doses, the total 
dose being 11.6 mg. Other treatment included introduction of 
an indwelling catheter and administration of phenobarbital 
(Luminal) sodium, and 5% glucose solution. The first improve- 
ment was noted at 4 a. m., and the pupils began dilating at 
4:30 a. m. By 8 a. m., at which time the pupils became fully 
dilated, he was considered out of danger. Eventual recovery 
was complete. The diagnosis was confirmed by the finding of 
extremely low levels of cholinesterase activity. At 10:30 a. m. 
on July 12, 1953, cholinesterase activity of the erythrocytes was 
0.1 4 pH per hour and of the plasma, 0.08 4 pH per hour by the 
Michel technique.° 

Case 2.—A 3-year-old girl, who had been in excellent health, 
on July 19, 1953, at 1:30 p. m. spilled an unknown quantity of 
25% solution of parathion on her thigh from a container that had 
been carelessly left within her reach, A few minutes later the 
mother bathed her and put her to bed. Upon awakening at 3 p. m. 
she was restless and irritable and had difficulty in walking. She 
complained of headache and gradually became more ill. A physi- 
cian was called, and at 4:30 p. m. he observed that she was un- 
steady on her feet, had difficulty holding her head erect, had 
dilated pupils, and appeared ill. He was shown the container, 
whereupon he recognized the possibility of parathion poisoning 
and, despite being perplexed by the dilated pupils, administered 
0.5 mg. of atropine orally. She was taken to the hospital and on 
arrival at 5:30 p. m. was unresponsive. In the interim she had 
developed pulmonary edema, hyperactive reflexes, fine muscular 
tremors, elevated blood pressure, ptyalism, and other manifesta- 
tions of serious illness, but the pupils had remained large. She 
was given 0.3 mg. of atropine parenterally at 5:40 p. m. As the 
pupils were not constricted, although she remained seriously ill, 
no additional atropine was given until 7 p. m., at which time 
moderate miosis had developed despite the dosage of atropine. 
Subsequent full atropinization evoked prompt improvement, and 
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full recovery followed. Extremely low levels of blood cholinester- 
ase activity again confirmed the diagnosis. At 6 p. m. on July 19, 
1953, cholinesterase activity of the erythrocytes was 0.06 4 pH 
per hour and of the plasma, 0.04 4 pH per hour by the Michel 
technique. 

Comment 


In view of the apprehension that obviously attends 
the onset of such forceful symptoms as those pro- 
duced by organic phosphorus insecticide poisoning, 
it is not unrealistic to consider that pupillary dilatation 
might occur, especially initially, as the result of exces- 
sive stimulation of the sympathetic nervous system.*” 
Certainly fear, anger, pain, and some other emotional 
stimuli are known to cause dilatation of the pupil. Re- 
gardless of the mechanism, the size of the pupil is 
subject to numerous influences, and it would appear 
unwise to regard pupillary status alone as essential to 
diagnosis or as important for measuring the success 
of treatment of parathion poisoning. 

The first case points out the striking similarity be- 
tween the clinical patterns that may be observed in 
heat exhaustion and in parathion poisoning, Since the 
etiological circumstances of each of these conditions 
are frequently encountered concurrently in spraying 
operations during hot weather, it is necessary that 
they be differentiated in establishing the diagnosis. 


Summary 


In two severe but nonfatal cases of poisoning from 
dermally absorbed parathion, initial dilatation of the 
pupils resulted in delay in accurate diagnosis and 
adequate treatment, especially full atropinization. 
Overemphasis was accorded miosis. There is need for 
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reliance on a carefully taken history of exposure and 
on a comprehensive analysis of all signs and symp- 
toms. The presence or absence of miosis is of prac- 
tical but limited significance in the differential diag- 
nosis of early parathion poisoning. 
P. O. Box 10008, Jefferson Branch, New Orleans (21). 
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CURRENT STATUS OF THERAPY IN CORONARY ARTERY DISEASE 


Laurence B. Ellis, M.D. 


Ernest W. Hancock, M.D., Boston 


Coronary atherosclerosis occurs to some extent al- 
most universally in human beings. It is now the leading 
cause of death in persons past middle life in the 
United States. Significant coronary artery disease is 
found much earlier and in a more severe form in 
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men than in women. Coronary atherosclerosis is also 
more pronounced in association with conditions in 
which hypercholesteremia is present, such as diabetes 
and hypothyroidism. Undoubtedly a constitutional 
trait predisposes certain families, and possibly certain 
racia! stocks, to premature coronary atherosclerosis al- 
though the latter has not been proved. To what extent 
the physical and emotional stresses of life influence the 
development of this disease has not yet been dis- 
covered. Most cardiologists, however, are of the 
opinion that coronary insufficiency, as manifested 
either by pain or by myocardial failure, may be 
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hastened by such stresses. The clearest example of 
this is the precipitation of attacks of angina pectoris 
by physical or emotional stress in patients subject to 
this disease. 

In evaluating any type of therapy for coronary 
artery disease, it is important to realize that the disease 
can be diagnosed clinically only when some break- 
down in the coronary apparatus has occurred leading 
to myocardial dysfunction, such as myocardial in- 
farction, angina pectoris, or heart failure. The only 
exception to this is the demonstration by roentgenog- 
raphy of calcification of the coronary vessels. Hence, 
studies of coronary artery disease, particularly the 
effects of various therapeutic agents on the course of 
such disease, must depend for their evaluation on the 
incidence of such breakdowns in the coronary circu- 
lation or on autopsy statistics, which are obviously 
end-results. It is virtually impossible, therefore, to set 
up a control series of persons not suffering from sig- 
nificant coronary disease, since we have no measure of 
whether such disease exists. At best it is possible to 
obtain only statistical indexes suggesting the value of 
specific types of treatment or of various diagnostic 
methods. These are of limited use when applied to 
individual patients. 

Coronary artery disease itself gives no specific 
physical signs. Cardiac enlargement or changes in 
heart sounds or murmurs reflect only changes in the 
state of the myocardium. Similarly, the electrocardio- 
gram only measures the indirect effect of changes in 
the coronary circulation on the electrical activity of 
the myocardium or the conduction of the heart beat. 
Measurements of various blood constituents, such as 
cholesterol or the lipoprotein fractions or studies by 
the ballistocardiogram, are of limited usefulness in 
the study of any given patient. They merely indi- 
cate the statistical likelihood of disease. 


Acute Myocardial Infarction 


Myocardial infarction is one of the commonest 
accidents in the course of coronary artery disease. It 
is usually caused by thrombosis of a coronary vessel, 
but it may result from prolonged ischemia secondary 
to inadequate coronary blood flow. The treatment of 
the acute phase should be based on knowledge of 
the sequence of pathological changes that may occur 
and the potential changes in myocardial function. In 
the first few days after the onset of the myocardial 
infarction, ischemic changes leading to necrosis occur 
in the muscle. During the second and third week heal- 
ing processes set in, including fibrosis and the develop- 
ment of collateral circulation. In general it takes about 
6 weeks for a myocardial infarction of average size 
to heal. During this initial stage, the heart should be 
rested as much as possible. Proponents of the complete 
bed rest treatment for infarction and advocates of 
the chair treatment agree on the desirability of rest for 
the myocardium. They differ only as to whether the 
psychological and physical advantages of sitting in a 
chair, with increased mental and physical comfort of 
the patient and reduction of the hazard of peripheral 
phlebothrombosis, are overweighed by the exertion 
required to change into this position. Actually no hard 
or fast rule is needed to govern the treatment of all 
patients, because their physical status, temperament, 
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and environmental circumstances differ so much. Fre- 
quently it is justifiable to get the patient into a chair 
soon after the acute symptoms have subsided. Some 
patients should be maintained on therapy with strict 
bed rest for much longer. In any case, inactivity should 
be maintained for 4 to 6 weeks for the average un- 
complicated case of myocardial infarction. 

Diet.—The physician can never be certain what 
course the disease may take, even if the patient seems 
to be in good condition when first seen. The patient 
should be treated as a person with potential cardiac 
failure; for the first day or two he should be given 
nothing but fluids or the very lightest diet without 
salt. After this, depending on the condition of the 
patient, the diet can be liberalized. Even in patients 
without symptoms, however, it is wise to give a fairly 
bland diet, low in fat and without added salt, through- 
out their convalescence. Regulation of the caloric in- 
take of the diet to the weight requirement of the 
patient is important, since any obese patient with 
myocardial infarction will benefit by loss of weight. 
A weight reduction regimen for such patients should 
be initiated when they are first seen and treated. 

Drug Therapy.—Many physicians tend to overtreat 
their patients with drugs. In their zeal to give many 
drugs to prevent possible complications, they may 
easily do more harm than good. As a general rule it 
is wise to treat symptoms and complications as they 
arise. Many cardiologists give oxygen routinely for 
the first 24 hours after infarction, but in milder cases 
this hardly seems necessary. Oxygen should be given 
when cyanosis, pulmonary congestion, or protracted 
pain is present. 

Analgesic drugs should be administered initially 
in amounts suffic'ent to control prin. Morphine sulfate 
given subcutaneously in doses of 10 or 15 mg. is usual- 
ly advisable at the onset if the pain is severe; it should 
be injected intravenously if the pain is excruciating 
or unrelieved. Later the drug should be given only as 
needed to control pain or the initial anxiety of the 
patient; the dosage and frequency of administration 
can be adjusted to suit the individual case. It is fre- 
quently possible, after the initial administration of 
morphine, to substitute meperidine hydrochloride 
(Demerol Hydrochloride ) in subcutaneous doses of 50 
to 100 mg. Later, methadone hydrochloride (Adanon 
Hydrochloride, Dolophine Hydrochloride ) given oral- 
ly in doses of 5 to 15 mg. every 3 to 4 hours or codeine 
sulfate given orally in doses of 30 mg. every 3 to 4 
hours may be adequate. The restlessness of the patient 
or continued anxiety often can be controlled to some 
extent by the administration of phenobarbital (15 mg.) 
four times a day, with larger doses of the barbiturates 
or other sedatives at night to insure sleep. 

Opinion differs concerning the desirability of ad- 
ministering atropine sulfate routinely. It would seem 
wise to give it in doses of 0.4 mg. subcutaneously 
three or four times a day when large doses of opiates 
are given, when vomiting occurs, or when the heart 
rate is unusually slow with or without atrioventricular 
block. 

Indications for the use of digitalis in acute myo- 
cardial infarction are the same as those that apply 
generally: congestive failure and auricular fibrillation 
or flutter. It is not indicated at other times. Patients 
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who have an elevated heart rate caused by a sinus 
tachycardia but who do not have heart failure are 
usually not helped much by digitalis. It is better to 
avoid intravenous administration of large doses at one 
time unless an acute emergency exists, since the heart 
of the patient with an acute myocardial infarction 
is potentially hyperirritable. Also, digitalis may initiate 
a grave arrhythmia if given in excess or too rapidly. 
When the indications for digitalis are clear, the patient 
initially should be given the drug orally or in small 
divided doses intravenously. For oral administration, 
digitalis leaf can be given in doses of 0.2 gm. three 
times the first and second days, twice the third day, 
and then 0.1 gm. twice daily until signs of full digi- 
talization appear. Alternatively, 0.1 mg. of digitoxin 
may be substituted for the 0.1-gm. dose of digitalis, in 
the same dosage schedule. If necessary, digitoxin can 
be given intravenously in the same dosage as it is 
given orally. 

When doubt exists as to whether digitalis is indi- 
cated or whether patients who have received some 
digitalis have had a sufficient amount, it is better to use 
a rapidly acting drug of short duration so that it will 
be possible to adjust the dosage quickly to the require- 
ments of the patient or to omit it if the administration 
produces deleterious effects. For this purpose, either 
digoxin or lanatoside C (Cedilanid) is excellent and 
can be given either orally or intravenously. Their 
effects occur rapidly and are dissipated in 1 or 2 days. 
The total digitalizing dosage of digoxin given intra- 
venously is 1 to 1.5 mg. and of lanatoside C about 
1.5 mg.; the drug should be administered in divided 
doses over a period of several hours at least. When 
rapid oral digitalization is desired, about 2 mg. of 
digoxin should be administered. The average main- 
tenance dose of this drug is 0.5 mg. given orally, al- 
though many patients require more and some less. 

Complications.—Shock is one of the gravest compli- 
cations of myocardial infarction. Initial shock ac- 
companying pain for the first hour or two is not 
uncommon. At this time the patient may be gray and 
pulseless but often recovers very rapidly after ad- 
ministration of opiates and oxygen. If shock persists or 
develops later, it is an ominous sign and demands 
vigorous treatment. The so-called shock position of 
the patient applies in myocardial infarction as in other 
types of shock. Unless dyspnea is greatly increased, 
such patients often benefit from elevating the foot of 
the bed. Tranfusions or plasma infusions, both given 
intra-arterially and intravenously, have been tried on 
numerous occasions, but most of the evidence does not 
suggest that they are of help in cardiogenic shock. 

Vasopressor drugs may be of considerable value, 
but it has not been definitely demonstrated whether 
their beneficial effects are due to peripheral vasocon- 
striction or to a stimulating action on the heart. 
The most effective agent is levarterenol (Levophed ) 
bitartrate, which will often bring blood pressure up to 
respectable levels and promptly eliminate the symp- 
toms of shock. The disadvantage of this drug is that 
it has to be given by continuous intravenous infusion; 
if it is administered over a period of time, it preferably 
should be given by intravenous catheter to avoid the 
intense irritating effect when it is extruded from the 
vein or on the venous wall itself. Dosage must be 
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individualized and the rate of infusion constantly 
regulated; hence the patient requires constant  at- 
tendance. It is advisable to start with a concentration 
of 4 mg. in a liter of 5% glucose and water and to 
increase the concentration of the levarterenol if the 
administration at 30 drops (2 cc.) per minute is not 
effective in maintaining an adequate blood pressure. 
Other drugs that are less satisfactory but sometimes 
remarkably effective and that can be given until the 
levarterenol can be started are phenylephrine hydro- 
chloride (Neo-Synephrine Hydrochloride) in 5 mg. 
doses administered subcutaneously or intravenously 
every 15 minutes or less often or mephentermine sul- 
fate (Wyamine Sulfate) in 15 mg. doses administered 
intravenously or subcutaneously or in an intravenous 
drip containing 35 to 70 mg. in 100 cc. of 5% glucose 
and water. 

Cardiac irritability can occur in the course of a 
myocardial infarction. This is manifested by either 
auricular or ventricular premature beats or by more 
significant arrhythmias, such as auricular flutter or 
fibrillation and auricular or ventricular tachycardias. 
It is not advisable to administer drugs prophylactically 
to counteract such irritability unless the patient has 
a history of an arrhythmia prior to the onset of in- 
farction; however, it is good practice to give 0.25 to 
0.5 gm. of procainamide (Pronestyl ) hydrochloride or 
0.2 to 0.4 gm. of quinidine sulfate every 6 hours if 
premature beats are present. A more serious arrhyth- 
mia should be treated in the conventional fashion 
with larger doses of these agents. If the arrhythmia 
is auricular fibrillation or flutter, digitalis is usually 
considered more appropriate as an initial measure. 

Atrioventricular block is another complication of 
myocardial infarction. First degree heart block is of 
no particular consequence and requires no specific 
treatment, although atropine may be tried. In patients 
with higher grade heart block, there is always the 
danger of Adams-Stokes attacks. Such blocks need not 
be treated specifically unless syncope does occur or 
the ventricular rate is unusually slow. In that case the 
attacks should be treated as they would be under other 
circumstances; namely, with 25 to 50 mg. of ephedrine 
sulfate given orally every 3 to 4 hours or, if necessary, 
with epinephrine given subcutaneously or intramus- 
cularly or with slow intravenous infusion of epineph- 
rine hydrochloride 1:100,000. Although a physician 
mav hesitate to give either ephedrine or epinephrine 
to pitients with myocardial infarctions, the occurrence 
of Adams-Stokes attacks is a medical emergency that 
requires whatever specific treatment is most effective. 

Use of Anticoagulants.—After anticoagulants were 
first introduced and a combined study was made under 
the auspices of the American Heart Association, it was 
recommended that anticoagulants be given routinely 
to all patients with acute myocardial infarction. In 
recent vears the tendency by some has been to restrict 
the use to selected cases, partly because regulation 
of the dosage is not without difficulty and a certain risk. 
The bulk of the evidence, however, still favors the 
idea that anticoagulants do reduce thromboembolic 
complications and, consequently, reduce the mortality 
rate in myocardial infarction, especially by their pro- 
tective effect against pulmonary infarction. There is 
also some evidence that the long-term use of anti- 


> 


448 COUNCIL ON PHARMACY AND CHEMISTRY 


coagulants favors a reduction in incidence of periph- 
eral embolization from an intracardiac mural throm- 
bus. Whether anticoagulants limit further thrombosis 
in coronary vessels and thus decrease the tendency to 
extension of an infarction or a recurrence has not 
clearly been shown. One disadvantige of anticoagu- 
lants is that when they are first used they must be 
given in a hospital with a laboratory equipped to de- 
termine clotting and prothrombin times. In addition, 
the dosage of anticoagulant drug must be caretully 
regulated. 

The ideal method of administration is to obtain an 
immediate effect by starting with 50 to 75 mg. of 
heparin sodium given intravenously or intramuscularly 
every 4 to 6 hours. This dosage should be regulated so 
that the clotting time is prolonged to not more than 
twice the normal time at the end of 3 or 4 hours. At 
the same time an anticoagulant such as bishydroxy- 
coumarin (Dicumarol) can be given orally. The main- 
tenance dose should be regulated so that the prothrom- 
bin percentage is 20 to 30% of normal. When this is 
achieved, heparin can be omitted. Some evidence in- 
dicates that the most effective anticlotting effect of 
bishydroxycoumarin may not occur until the actual 
prothrombin level has been reduced; this may require 
1 to 3 weeks. Anticoagulants should be continued until 
the patient is ambulatory. 

Prognosis.—The future course of the patient who has 
suffered a myocardial infarction depends on a number 
of factors. The first is the state of the coronary circu- 
lation as a whole—the extent to which the thrombosis 
that led to the infarction compromised the total cor- 
onary circulation and the degree of widespread ather- 
osclerosis in the coronary vessels. One of the most 
important events that may affect the future of such 
a patient is another coronary accident. This is com- 
pletely unpredictable except on the basis of statistics. 
In general, however, a person who has had two or 
more myocardial infarctions within a few months or a 
vear has a worse prognosis than a person who has 
had a single myocardial infarction. The deterioration 
of the coronary circulation caused by atherosclerotic 
changes is not necessarily inevitable and progressive. 
Nature is constantly developing compensatory mech- 
anisms by the creation of collateral vascular channels. 
Competition between degeneration and repair con- 
tinues; whichever wins out determines whether the 
disease will progress or remit. 

The second factor affecting the course of the patient 
is the integrity of the myocardium. This may have 
been so damaged by a single huge infarction that 
chronic heart failure results. If the myocardium has 
already been compromised by previous injury, even 
a small myocardial infarct may lead to heart failure. 
The evaluation of such impairment of myocardial func- 
tion is made largely on the basis of the symptoms of 
which the patient complains, such as weakness or 
dyspnea on exertion. Progressive enlargement of the 
heart after a myocardial infarction suggests poor 
myocardial function and is a poor prognostic sign. 

The third factor is the possibility of a sudden dis- 
order of the heart beat, either of the nature of heart 
block or cardiac irritability. This varies from a minor 
arrhythmia to lethal heart block or ventricular fibrilla- 
tion. Unless recurrent, such disorders are largely un- 
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foreseeable and unpreventable and should be treated 
in the same manner as disorders of the heart beat are 
treated during the course of acute myocardial infarc- 
tion. 

Angina Pectoris 


Angina pectoris is the symptom of pain of recurrent 
coronary insufficiency occurring under the stress of 
physical exertion or emotion. Typically it first occurs 
under unusual stress; however, the disease may pro- 
gress so that pain is more and more easily provoked 
until finally a state of angina decubitus is present, with 
pain occurring at rest or during the night. The course 
of the disease of patients with angina is highly vari- 
able. The degree of severity may remain unchanged 
for many years and not infrequently regresses. The 
sudden onset or aggravation of angina easily provoked 
by minimal exertion suggests that an acute change 
in the coronary circulation has occurred and a myo- 
cardial infarction is present or is impending. Even if 
an acute myocardial infarction cannot be demon- 
strated, such a patient should be treated for the initial 
2 or 3 weeks as though it had occurred. 

Drug Therapy.—The objective of the treatment of 
patients who suffer from angina pectoris is to adjust 
their lives as far as possible at a level below that which 
brings on pain. Drug therapy should be resorted to 
only if control of the patient's routine of living does 
not prevent attacks. The drug of choice is glycery] 
trinitrate (nitroglycerin) given sublingually. The in- 
itial dose shouid not exceed 0.3 mg., since distressing 
and occasionally alarming reactions may occur with 
larger doses. If this dose is ineffective and the patient 
experiences no unpleasant side-eftects, larger doses 
may then be used. The patient should be encouraged 
to take the drug freely if he cannot avoid attacks of 
pain. If his daily routine involves certain activities 
that are almost sure to produce an attack, such as 
walking home from the bus in the evening, glycery] 
trinitrate in very small doses may be quite effective 
in preventing an attack. If angina pectoris occurs im- 
mediately after an acute myocardial infarction and 
if these attacks are relieved by glyceryl trinitrate, the 
drug may be administered provided it is not given in 
such large doses as to lower the blood pressure to an- 
alarming extent. It is useless to continue glyceryl trini- 
trate therapy for angina pectoris if it is ineffective in 
relieving the attacks of pain. The relief of pain will 
begin 1 to 3 minutes after administration if the drug 
itself plays a part in the relief of the attack and if the 
tablets are sufficiently small and soluble. 

Investigators disagree as to whether long-acting 
vasodilator drugs are of specific value in diminishing 
the number of attacks of angina pectoris. Of the long- 
acting nitrites, pentaerythritol tetranitrate (Peritrate 
Tetranitrate ) appears to be the most effective. It may 
be given in doses of 10 mg. three or four times a day 
before meals; if this is ineffective, the dose may be 
doubled. The use of this drug is limited by its frequent 
irritant effect on the intestinal tract. The evidence as 
to whether other vasodilator drugs are of value in 
angina pectoris is equivocal. There is no evidence that 
the routine use of vasodilator drugs in patients without 
symptoms is of any value, either in lessening the 
danger of future coronary accidents or in improving 
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the coronary circulation itself; therefore, such drugs 
should be given only for the relief of symptoms and 
not as routine measures. 

Angina pectoris is notably affected by psychogenic 
influences. Many drugs or other methods of therapy, 
if administered enthusiastically and with conviction, 
will ameliorate the number of attacks in some patients, 
at least for a time. This undoubtedly explains many 
of the favorable reports on various therapeutic agents 
and at the same time is a justification for a psycho- 
therapeutic approach, including the judicious use of 
relaxant drugs in selected patients. 


Long-term Management of Coronary Artery Disease 


It is not enough merely to instruct a patient who 
has had an acute infarction as to the number of weeks 
he must rest and convalesce before returning to work 
or to tell the patient with angina pectoris that he 
should limit his activities below the point at which 
pain occurs. Other things can be done that favor a 
prolonged life without seriously disrupting a mode of 
living economically productive and satisfactory. The 
tendency by some physicians to overemphasize drug 
treatment of coronary artery disease is often accom- 
panied by a tendency to neglect detailed attention to 
the proper regulation of the patient’s life and habits. 

Use of Tobacco and Alcohol.—The attitude of phy- 
sicians in regard to restricting the use of tobacco or 
alcohol by patients with chronic coronary artery 
disease is frequently determined more by the moral 
or personal attitude of the doctor toward these sub- 
stances than by any rational medical standards. There 
is no evidence that tobacco does the circulation any 
good, but some evidence suggests that it may produce 
mildly deleterious effects. It has not been proved that 
it aggravates coronary atherosclerosis. On the other 
hand, tobacco appeals to people all over the world 
and in all states of civilized development and _ pre- 
sumably answers some need. What satisfaction the 
substance gives is hard to elucidate, but a physician 
should evaluate very carefully how important it is 
to restrict the happiness of a patient who is already 
limited in so many ways. The same applies to the 
moderate use of alcohol. Its apparent beneficial effect 
on patients with angina pectoris probably resides 
more in its sedative action than in any coronary 
vasodiiating action, since the latter has not been 
demonstrated to exist. 

Management of the Disease.—In the proper man- 
agement of this disease the various burdens on the 
circulation should be reduced as much as possible. 
Rest and relaxation are essential. After a myocardial 
inforction, a patient should gradually increase his ac- 
tivities and can usually return to a sedentary job on a 
part-time basis within 3 months after his infarction 
if it is not unduly severe or complicated. He should 
adjust his life permanently to a more gentle pace than 
he was living before his illness. The same applies to pa- 
tients with angina pectoris. Most people can return to 
their previous occupations and at the same time live at a 
slower tempo. Unless a patient has disabling symptoms 
of severe angina or cardiac failure, it is rarely necessary 
to keep him out of work for a year or more after a myo- 
cardial infarction or to have him give up work alto- 
gether, unless he is prepared to do so for other reasons. 
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The second burden that should be removed is excess 
weight. The well-treated cardiac patient is one who is 
underweight. Other extrinsic strains on the circulation 
should be sought and removed if possible, such as 
anemia or minor infections. 

Although evidence is lacking that any therapeutic 
agent definitely controls the progress of atherosclerosis 
in human beings, patients with coronary disease can- 
not wait until proof of the value of certain therapeutic 
measures is forthcoming. A proper approach is to insti- 
tute measures that seem likely to produce benefit but 
to avoid highly experimental, expensive, or drastic 
measures that may seriously disrupt the person’s mode 
of living and happiness. 

Diet.—A relationship exists between atherosclerosis 
and cholesterol and lipoprotein metabolism, but the 
nature of this relationship is not definitely known. 
Some evidence indicates that cultural groups who live 
on a high-fat diet also seem to suffer from a great deal 
more coronary atherosclerosis than do groups on a 
low-fat diet. Although this does not prove that the 
excess fat is a direct cause of atherosclerosis, it is 
highly suggestive. Such population groups also are 
frequently overweight. This also can be corrected by 
a low-fat diet. It has been suggested that the animal 
cholesterol content of the diet itself may be particu- 
larly responsible; however, experimental work is so 
controversial that it is hardly justifiable to attempt to 
eliminate cholesterol completely from the diet or even 
to put people on a rigid cholesterol restriction. Re- 
cently, vegetable cholesterol, such as sitosterol, has 
been administered to patients in an endeavor to block 
the absorption of animal cholesterol. Such work, how- 
ever, is still in the experimental stage, and the routine 
administration of this substance cannot be advocated 
at the present time. A reasonable dietary regimen in- 
volves limiting the fats in the diet, particularly the 
animal fats such as butter, cream, sauces, gravies, and 
fried foods, but at the same time providing a well- 
balanced and nutritious diet with adequate amounts 
of proteins and vitamins. Such diets are palatable, not 
expensive, and not too difficult to obtain. The thera- 
peutic approach to these patients should be based on 
the assumption that they have years of life ahead and 
that it is important to make such life as happy as pos- 
sible. 

Experimental Therapy.—Women suffer from much 
less coronary disease than men until the climacteric, 
at which time the incidence of disease in women rises 
sharply. This fact has naturally aroused interest in the 
value of estrogenic therapy in men as a measure to 
slow up the progress of atherosclerosis. Controlled 
studies on the value of such therapy are difficult to 
obtain for obvious reasons, and such estrogenic therapy 
will probably have limited application for equally 
obvious reasons. At the present time it must be con- 
sidered that such therapy is in a highly experimental 
stage. 

Certain chemical agents have been suggested as 
being of some help in the reduction of atherosclerosis. 
Among these lipotropic substances are inositol and 
choline, as well as heparin. Studies in human beings 
regarding the effectiveness of these substances are 
still in the experimental stage; the evidence regarding 
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their value is either negative or at best unconfirmed. 
The widespread routine use of these substances cannot 
be justified until further knowledge concerning their 
value is forthcoming. 

Recently some interest has developed in the long- 
term use of anticoagulants in patients suffering from 
coronary disease. There are a few reports of such 
studies, all of which suggest that the mortality of 
patients who carefully follow such a regimen is less 
than that of patients who have not been receiving 
anticoagulants. Some suggestive evidence is available 
that the incidence of further myocardial infarctions 
is reduced and that angina may even be alleviated. 
Since most of these studies are not well controlled, it is 
too early to definitely state that anticoagulants are of 
real value in such long-term therapy. The patients who 
are undergoing such treatment must have careful regu- 
lation of the dosage of the anticoagulant drug checked 
by laboratory tests at frequent intervals. There is also 
a 10 to 15% chance that hemorrhagic complications 
may occur, some of which may prove to be serious. 
The number of patients who can and will undergo 
such therapy is limited, and it should be remembered 
that this is not yet an established form of treatment. 
We await the results of well-controlled studies made 
on a large scale; these are now being planned or al- 
ready carried on. 

Radical Therapy.—Two other types of radical ther- 
apy may be used in patients with severe angina pec- 
toris. Such therapy should be reserved for the patient 
in whom the pain cannot be sufficiently controlled by 
the methods previously described. 

Reduction of thyroid activity by various methods, 
particularly by the use of radioactive iodine, has been 
advocated in such patients, because it reduces the 
oxygen demand by the body. Thus, the heart with 
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limited capabilities of performance may be adequate 
for the reduced demand. Good results are reported 
in the majority of carefully studied patients treated 
in this manner. Such a procedure is proper as long as 
the hypothyroid state itself is recognized as an addi- 
tional disease that also may produce distressing symp- 
toms. 

The second type of therapy for angina pectoris is 
some form of surgical procedure designed either to 
cut nerve pathways or to improve vascularization of 
the heart by the production of extra coronary channels 
or even the improvement of the coronary channels 
themselves. Sympathectomy for angina pectoris has 
been carried out for a number of years. If properly 
performed, it produces relief of pain in the majority of 
patients, although it probably does nothing funda- 
mental to the coronary circulation itself and is a 
rather formidable procedure. 

Operations designed to improve circulation to the 
heart vary in type and in the risk they carry. They 
are all experimental; none has been demonstrated 
actually to improve the vascularization of the human 
heart. They may give immediate relief of anginal 
pain, which may persist for months or even years. 
By what mechanism this relief is accomplished has not 
yet been demonstrated. The simplest of these opera- 
tions appears to be as effective in this respect as the 
more complicated. One simple operation consists of 
the production of pericardial adhesions by the intro- 
duction of an irritant substance and, in addition, often 
the removal of the epicardial barrier by phenolization. 
The operative risk of such a procedure is very low. 
Operations of this type are justifiable in patients with 
truly incapacitating pain. They provide relief for a 
substantial time in the majority of instances; they may 
even improve the oxygen supply to the heart. 
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SYMPOSIUM ON FATS 


A symposium, “Fats in Human Nutrition,” will be 
held in New Orleans, March 15, 1957. Particular atten- 
tion will be given to fats, cholesterol, and atherosclero- 
sis in this symposium sponsored by the Council on 
Foods and Nutrition, with the cooperation of Tulane 
University School of Medicine, Louisiana State Uni- 
versity School of Medicine, the New Orleans Graduate 
Medical Assembly, and the Orleans Parish Medical 
Society. 

The program, which will begin at 9 a. m. Friday, 
March 15, will be held in the auditorium of Louisiana 
State University School of Medicine, 1542 Tulane Ave., 
New Orleans. Six hours of credit in category 1 will be 
given to members of the American Academy of Gen- 
eral Practice who attend. The meeting will be open to 
all interested persons, and there will be no registra- 
tion fee. 

The following program has been arranged: 


Morning Session 


9:00 a. m.: Dietary Fat—Its Role in Nutrition and 
Human Requirement. Dr. L. Emmett 


IN HUMAN NUTRITION 


Holt Jr., Director of Pediatrics, New 
York University, College of Medicine. 
Biochemical Aspects of Fat, Cholesterol, 
and Lipoprotein Metabolism of Im- 
portance in Clinical Medicine. Dr. Don- 
ald S. Fredrickson, Investigator, National 
Heart Institute, National Institutes of 
Health. 

10:30 a. m.: Pathologic Lesions Related to Disturb- 
ances of Fat and Cholesterol Metabolism 
in Man. Dr. W. Stanley Hartroft, Mal- 
linckrodt Professor and Chairman, De- 
partment of Pathology, Washington Uni- 
versity Medical School. : 

11:15 a. m.: Discussion. Dr. Russell Holman, Chair- 
man, Department of Pathology, Louisi- 
ana State University. 

11:30 a. m.: Metabolic Studies of Relationships Be- 
tween Dietary Fats and Serum Lipide 
Levels. Dr. Edward H. Ahrens Jr., Asso- 
ciate Member, Rockefeller Institute. 
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12:15 p. m.: Discussion. Dr. Roy H. Turner, Professor 
of Medicine, Tulane University School of 
Medicine. 


Afternoon Session 


2:00 p. m.: Epidemiologic Studies of Diet, Blood 
Lipids, and Atherosclerosis. Dr. Ancel B. 
Keys, Director, Laboratory of Physiolog- 
ical Hygiene, University of Minnesota. 

2:45 p. m.: Therapeutic Implications of Nutritional 
Studies Relating to the Serum Lipids and 
Atherosclerosis. Dr. F. J. Stare, Dr. T. B. 
Van Itallie, M. B. McCann, and Dr. O. 
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W. Portman, Department of Nutrition, 
Harvard School of Public Health. 
3:30-5:00 p. m.: Panel Discussion on Fats, Choles- 
terol and Atherosclerosis. 
Participants: Drs. Ahrens, Fredrickson, Hartroft, Holt, 
Keys, Stare, and Turner. 

The presentations will be followed by a discussion 
session among the speakers and physicians and scien- 
tists from the New Orleans area. The discussion also 
will be open to the audience. 

The symposium follows the 20th annual meeting of 
the New Orleans Graduate Medical Assembly, to be 
held March 11, 12, 13, and 14 in the Municipal Audi- 
torium in New Orleans. 


MEDICINE AT WORK 


FINANCIAL HELP FOR DOCTORS 


OVER ONE MILLION DOLLARS AVAILABLE IN LOANS, SCHOLARSHIP FUNDS 


For the past six years, hundreds of sick people have 
resignedly risked their health merely to reach med- 
ical aid in the cold little town of Northome, Minn. 

Miles of travel on icy roads was the first hazard to 
many, since young (35) Dr. Gordon W. Franklin 
is the only physician in the surrounding area of 80 
square miles (the nearest hospital is 42 miles away). 
The next hurdle was getting to his office, a one-time 
storage loft, over the village grocery store (see figure). 
Pregnant women, cardiacs, arthritics—they and other 
patients managed to struggle breathlessly up the 
rickety outside “stairway” contrived of crates and other 
scrap lumber. Then came cramped and frigid waiting 
in the stuffy 6-by-8-ft. reception room. After treat- 
ment, there were the steps again and the icy roads. 
No better office was available. 

Finally, a year ago, Dr. Franklin made the long- 
overdue move to build a medical building. He got the 
village to donate land—that was easy. Then he asked 
the local bank for a discounted interest rate in bor- 
rowing 40% of construction funds—that was not dif- 
ficult. Soon he was being offered materials at cost 
and construction labor for free—that was great. But 
he still needed much more money to complete the 
building, and it was nowhere to be found—that was 
near-catastrophe. 

One day last spring, John R. Sedgwick called on 
Dr. Franklin in response to his application for a loan. 
Sedgwick is investigating consultant for the Sears- 
Roebuck Foundation, which has made over a quarter 
of a million dollars in “final help” loans to scores of phy- 
sicians across the nation in the past year and a half. 
Sedgwick mounted the stairs, shivered, gasped, and 
bumped shoulders in the tiny waiting room. He re- 
a doctor more in need of a new office or a town more 
turned to Chicago with a report (“I have never seen 
in need of medical service”) recommending a $10,000 
loan. It was just enough to complete the new medical 
building. And now the town of Northome is holding 
its breath until the place opens later this month. 


What happened to help Dr. Franklin is happening 
in state after state. The Sears Foundation, with its 
long-term, unsecured loans of up to $25,000 for doc- 
tors in need within a community in need, is the leader 
in this “helping hand” movement. There are others. 
Each year Mead Johnson and Company allocates to 
executives of five medical academies (general prac- 
tice, internal medicine, pediatrics, surgery, and 
obstetrics and gynecology ) $36,000 to award to new 
physicians for graduate training. The company takes 
no part in the scholarship program, other than to 
supply the money; recipients are under no obligation 
to the firm. 


Hard Luck Compounded 


One Mead Johnson scholarship made the difference 
between success and failure to a young physician who 
had less than a year to complete his residency train- 
ing. His wife had lost the job that helped support 
him and their baby, then she was stricken with a dis- 
abling leg injury that required hospitalization, and 
finally tuberculosis flared up in both the doctor and 
the child. The scholarship money enabled him to 
complete his residency training, and now he is in suc- 
cessful practice. 

Like the Sears project, the Mead Johnson program 
is geared to help the doctor at a critical time in his 
career, when his basic medical education is over and 
he is likely to be at the end of his financial rope. The 
Sears plan, however, benefits two groups: new physi- 
cians who are unable to meet all construction or 
other medical practice costs while settling in a med- 
ically needy area, and established physicians who are 
not quite able to raise enough funds to transfer their 
practice into communities where there is a doctor 
shortage. 

Scholarships and loans also are offered in a wide 
variety of financial assistance programs, which are 
either supported or administered by 20 state med- 
ical associations. Alabama led this doctor-help-doctor 
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movement in 1943. Among the latest to join the trend 
are the state medical societies of West Virginia and 
Indiana. One loan fund in lowa is supported by state 
medical society membership dues, and another by 
loans and contributions from individual physicians 
of the state. In Illinois, separate amounts of $50,000 
a year for medical student loans come from the state 
society and the Illinois Agricultural Association, as a 
means of spurring more rural practice. Tax money 
supports scholarships administered by the medical 
societies of Alabama and Mississippi. Doctors’ wives 
are big donors, too, contributing jointly with the state 
medical association in South Dakota, and financing 
scholarships entirely on their own in Georgia and 
Missouri. 

A survey of medical scholarship and loan funds 
available through the Sears Foundation, Mead John- 
son, the 20 state societies, the Student American Med- 
ical Association, hospitals, and various other nongov- 
ernmental sources indicates a total of over 1 million 
dollars available each year. While a sizable portion of 
this total is not actually spent, often because not 
enough applicants qualify or make bids, the money 
that is loaned or given goes a long way for the profes- 
sion and for scores of widely scattered communities. 
Undergraduate student loans and grants alone from 
these sources now are helping to support over 500 
would-be doctors at an average annual cost of about 
$1,000 each. (Add to this the many thousands of dol- 
lars more for residents, interns, and private prac- 
titioners helped by other funds.) 


Rural Practice Increase Is Big Aim 


Last August, Edwin L. Eakin was able to enroll in 
the Cincinnati College of Medicine as a scholarship 
winner designated by the Ohio State Medical Associa- 
tion’s rural health committee. He had earned most of 
his premedical expenses by waiting on tables and re- 
pairing books. The Rural Kentucky Medical Scholar- 
ship Fund receives donations not only from physicians 
but also from farmers, small businessmen, and other 
individuals and organizations. (The Courier Journal 
and Louisville Times donated $800, the Honorable 
Order of Kentucky Colonels gave $500, and the Green 
River Rural Electric Cooperative contributed $3,200.) 
In Culvert City, Ky., young Dr. Carroll Taylor is in 
practice under a plan that helped pay his medical 
school tuition in return for a pledge to hang his shingle 
at least 20 miles from any big Kentucky city. A varia- 
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tion of the same plan, supported last vear by an extra 
appropriation of $200,000 by the Kentucky general 
assembly, is refunding all the tuition of any University 
of Louisville medical school alumnus who agrees to 
practice in one of 10 counties in critical need of med- 
ical service. 

The critical need was more individual than geo- 
graphical for one Yale medical student on a dark sum- 
mer day in 1952. He had been working as a laborer 
to earn tuition money when poliomyelitis struck him 
down. His wife became breadwinner while the disease 
was being licked. No sooner was he back on his feet 
when their first child was on the wav—and the couple’s 
sole souree of income was cut off. The  still-hopetul 
medical student became, in his own words, “an ex- 
perimental animal and blood donor,” literally selling 
his body to keep up his tuition. Then, just before 
graduation, a sudden call to military service took a 
four-year bite out of his persistent career effort. When 
the student finally got his M.D. degree, he was broke. 
That is when a “lifesaver” $3,500 loan from the Sears 
Foundation came through to help him (with other 
borrowed money) start a practice that now is thriving 
in a suburb of New Haven, Conn. 

Only once, so far, has the foundation’s medical ad- 
visory board found a case meriting the maximum loan 
of $25,000. That was made a vear ago to four physi- 
cians who had exhausted their resources in trying to 
transfer their group-practice facilities from a barn-like 
former church to a “dream clinic” that would cost $90,- 
000 in the medically needy town of Clarkesville, Ga. 
Foundation Consultant Sedgwick reported that make- 
shift conditions in the old building were “the nearest 
thing to chaos I have ever seen.” After foundation 
funds were approved, he helped expedite a pending 
insurance company loan, 


How It Began 


Sears Foundation President Theodore V. Houser, 
the economist who heads the large store system and 
mail-order house, conceived of the long-term loan 
project as a way to solve a critical problem in physi- 
cian distribution. He knew there was no doctor short- 
age in the nation—only a maldistribution. This was his 
reasoning: If large companies could show that a trek 
to rural and suburban areas was meeting a community 
need, then why could not the same concept work for 
medicine? The question had a common link for an 
answer: capitalization. 


Left above grocery. Dr. Gordon Franklin’s office in Northome, Minn. Patients huff and puff along precarious 60-degree stairway 
entered from opening shown beside store front. Now a Sears Foundation loan is helping open a new medical building, at ground 
level. The foundation’s only $25,000 maximum loan so far went to help relocate a barn-like structure (center) into a modern medical 


center (right) for four physicians at Clarkesville, Ga. 
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So Houser went to the American Medical Asso- 
ciation with a proposal to put $125,000 annually into 
a revolving loan fund for 10 years. The A.M.A. trustees 
appointed an advisory board of leading physicians 
representing all parts of the United States, and this 
board began the task of granting unsecured loans 
that would be used in any way by doctors to establish 
medical practice units. There are two chief require- 
ments: These units must be needed by the community, 
and applicants must show their prior financial efforts 
to establish in such a community. Originally, it was 
felt that the program was limiting itself to rural areas 
of the nation, but this is not true. With mass popula- 
tion shifts from urban to suburban areas still a phe- 
nomenon of our times, and with a consequent critical 
need for physicians in many a city outskirts, founda- 
tion loans are as welcome there as in the farm, mining, 
and ranch communities. 

Some loans are greater than the amount asked, but 
most are pared down, and a few applicants later 
revise their own estimates downward after raising 
money from unanticipated sources. In one southern 
town, where a physicians’ group asked for $25,000 to 
put up a new building, a foundation consultant 
trained a cool eye on their grandiose plans. He showed 
them where to cut costs, why they could improve 
financing by forming a corporation for construction, 
and where they could borrow all their money locally 
so as to instill community participation in the project. 
At last report, those doctors were sincerely thanking 
the foundation for their help in not lending them any 
money. 


Planting a Seed 


In fact, foundation service is rendered to a greater 
number of physicians who do not get loans than to 
those who do. One out of four applicants so far has 
obtained a foundation loan, but sound, helpful (and 
free) business management advice was given to 57% 
of all the doctors who applied. The net effect of these 
foundation efforts in helping physicians to help them- 
selves has been to “seed” medical facilities far beyond 
the face value of the borrowed money. In its initial 
18 months of existence, the fund has loaned $261,000, 
but that amount represents the “key cash” responsible 
for $780,000 in new buildings, $83,000 in remodeling, 
and $72,000 in new equipment—a total of $935,000 in 
improved medical facilities that otherwise might never 
have been created. 

As each loan is repaid, the revolving fund (restocked 
regularly by Sears at the rate of $125,000 a year) 
is building into the millions. But ironically enough, 
herein lies a potential danger to the entire project 
and to the medical profession. The danger is that the 
number of applications from physicians will not keep 
pace with the increased amount of money in the fund. 
If the number rises from year to year, foundation ad- 
ministrators will know they have launched a growing 
service. If the volume of loan requests drops, or even 
remains stable, then they might reasonably deduce 
there is little need for the program. Such an eventu- 
ality, when aligned with reports of apparent uncon- 
cern for other well-meaning loan projects, presents a 
disturbing picture. 
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Not long ago the Rotary club of Englewood, N. J., 
revealed that its $11,500 loan fund for college students 
had not received a single application in three years. 
A similar negative response was reported by 30 other 
Rotary clubs in the same state. Many medical college 
deans are telling the same story about their student 
loan funds. Everywhere, it seems, the money is there 
but is not being called for. 

This presents a paradox against the backdrop of 
rising costs of medical education, against the glare of 
obviously increased financial need among medical 
students. For example, when the student loan fund of 
the State Medical Society of Wisconsin was estab- 
lished several years ago, it was discovered that at least 
half of the students at the two Wisconsin medical 
schools could use some financial help and that about 
one-third needed total support. 

Now administrators of the Sears Foundation, for 
one, are accepting the fact that a need, a growing 
need, really does exist for the many physicians and 
physicians-to-be who lack capital and business know- 
how. There is reasonable grounds for the belief that, 
while some financial aid funds are not being fully 
tapped because of their own restrictive requirements 
(such as demanding area of practice, certain special- 
ties, specific county of birth, and other strings), most 
are not used adequately because of a communications 
breakdown. Often there merely is a lack of clear in- 
formation to potential beneficiaries. 

The solution to this problem of communications 
hinges upon an open line from the loaner or awarder, 
through the local medical association executive secre- 
tary, to the man in need—and then back along the 
same route. (Local medical society executives are key 
men in the Sears Foundation project, because they 
can provide essential help in evaluating applications 
and determining which communities have a shortage 
of physicians.) 

In one rare case, a communications short-circuit 
sparked a surprise ending. It happened last summer 
when an intern in a Roanoke, Va., hospital replied to 
a community request for him to practice in a Georgia 
town of 5,000. The intern sat at his typewriter with the 
intention of stating that he was “not very interested.” 
But somehow, the “not” was left out. Overjoyed of- 
ficials of the community rushed back an invitation to 
visit them. This managed to impress the young doctor, 
and he did make the trip. You guessed it; he is prac- 
ticing there now, with the help of a $4,000 foundation 
loan—the happy victim of a typographical quirk. 


Sears Roebuck Foundation loan applications are available to 
both general practitioners and specialists at state, county, or city 
medical societies or through the A. M. A. Council on Medical 
Services. Each request competes with all others. Almost all 
applications lead to follow-up personal visits to the commu- 
nity by representatives of the foundation. The loans are in- 
terest-free if paid up on schedule within five years, but they 
call for up to 6% interest (declining) on extension to the full 
10-year term. Foundation loans are granted twice yearly. Cur- 
rently eligible applicants in the continental United States, Alaska, 
Puerto Rico, and the Hawaiian Islands are urged to send in their 
requests now—well before the April 1 deadline—in order to 
assure prompt consideration by the medical advisory board. 
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PREDICTIVE VALUE OF LIPOPROTEIN 
MEASUREMENTS IN CORONARY 
ATHEROSCLEROSIS 


GUEST EDITORIAL 
Irvine H. Page, M.D. 


Clinical study of atherosclerosis continues to be 
handicapped by inability to detect its presence, to 
measure its degree, and to predict the likelihood of 
its complications in the living body. It is not until an 
infarct or some other secondary manifestation of 
underlying atherosclerosis supervenes that its presence 
becomes manifest. Another handicap, now being rapid- 
ly overcome, has been the inability to measure with 
precision the various fatty constituents of blood and 
blood vessels that have long been thought to be con- 
cerned in the etiology of atherosclerosis. 

Comparatively reliable methods tor determining 
serum cholesterol values were the first to be devel- 
oped. However, data accumulated in the past few 
years have made it evident that there is no clear an- 
swer as to whether coronary disease in a particular 
individual is associated causally with elevated serum 
cholesterol levels, although a statistical association 
seems likely. For this reason, the statement by Gofman 
and co-workers ' in 1950 that quantitation of the low- 
density serum lipoproteins by the ultracentrifuge 
method could be of individually predictive value in 
coronary disease was of the greatest interest. The 
“atherogenic” lipoprotein molecules were stated to lie, 
for the most part, in the narrow Sf 12-20 fraction and 
their concentration in the blood was considered of 
critical prognostic value. Most physicians are aware of 
the very large numbers of analyses, often of their own 
blood, that were subsequently made. Indeed, a non- 
profit corporation was organized to make this service 
available to physicians. For many employed persons 
the implications after high or low Sf values were po- 
tentially serious indeed, not only in terms of anxiety 
but also in terms of advancement. 


1. Gofman, J., and others: Role of Lipids and Lipoproteins in 
Atherosclerosis, Science 111:166-171; 186 (Feb.) 1950. 

2. Lewis, L., and Page, I. H.: Changes in Plasma Pretein 
Pattern (Tiselius Electrophoretic Technic) of Patients with 
Hypertension and Dogs with Experimental Renal Hypertension, 
J. Exper. Med. 8@2185-192 ( Aug.) 1947. 

3. Hanig, M.; Shainoff, J. R., and Lowy, A. D., Jr.: Flotational 
Lipoproteins Extracted from Human Atherosclerotic Aortas, 
Science 1243176-177 (July 27) 1956. 
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So relatively simple a concept of diagnosis presented 
an exciting challenge in the face of the almost epi- 
demic proportions of coronary disease, especially in 
the male American. The National Advisory Heart 
Council, therefore, organized a cooperative study in 
which four laboratories in different parts of the coun- 
try—the Cleveland Clinic, the Donner Laboratory, the 
nutrition department of Harvard Medical School, and 
the biophysics department of the University of Pitts- 
burgh School of Medicine—agreed to pool their efforts 
and study with standardized methods both the lipo- 
protein and serum cholesterol levels in a large group 
of subjects who, from reasonably careful examination, 
seemed to be normal. The results of these determina- 
tions were sent to the statistical office of the National 
Heart Institute in Bethesda, Md., and, after a period 
of two years, those subjects in whom myocardial in- 
farction occurred were also reported to the central 
office for statistical correlation. There was, therefore, 
no chance for bias in evaluation of the study. The 
problem was simply whether blood lipoprotein con- 
centration gave good predictability for the occurrence 
of coronary disease as indicated by a myocardial in- 
farction and the degree to which this was a better 
indication than the serum cholesterol concentration. 

These seemed relatively simple objectives, but, as 
with so many research problems, the simplicity lasted 
only a few months. First, many months were spent in 
the tedious task of stabilizing reproducability of the 
ultracentrifugal analyses and, unexpectedly, of serum 
cholesterol determinations. Actually, the investigators, 
the statisticians, and the organizers of the study have 
worked hard for several years to clarify what turned 
out to be an extraordinarily complex problem. 

The report of this work has just appeared in the 
American Heart Association’s journal Circulation. In 
a nutshell, it reveals that, as with serum cholesterol 
levels, the low-density Sf 12-20 and 20-100 lipoprotein 
fractions are elevated in some subjects with coronary 
artery disease but there is no advantage in the pre- 
dictability of myocardial infarction of one determina- 
tion over the other. The cholesterol determination has 
the advantage, however, of being cheaper and less 
time-consuming. The important finding for the prac- 
ticing physician is that neither lipoprotein nor choles- 
terol values among a population presumed normal 
were of much use in predicting which individuals in 
this large group would develop coronary heart disease. 

That is not to say that such measurements are not 
of value in studies of epidemiology of atherosclerosis. 
There is much to suggest that they are of real import- 
ance, particularly if it turns out that the “normal” 
levels in the American population are really excessively 
high, possibly thanks to our high-fat diet, when com- 
pared with those in populations such as the Japanese 
and colored South Africans, in which, for the most 
part, the “normal” levels are lower and coronary dis- 
ease is much less common. The “normal” American 
population, which is almost universally affected with 
atherosclerosis, may well be an inappropriate control 
group to allow differentiation of those unaffected from 
those affected. 

Much early work, now almost forgotten, suggested 
that the plasma lipid pattern closely resembled that 
in atheromatous vessels. It would be expected that 
lipoprotein patterns would share the same correlation. 
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Lewis and Page* suggested in 1947 that the beta- 
globulins were associated with vascular disease; now 
much evidence similarly associates the beta-lipopro- 
teins, which, in essence, are combinations of lipids 
with the beta-globulins. It is of great interest that 
Hannig, Shainoff, and Lowry” have only recently 
found the Sf 12-100 fraction, or something with similar 
characteristics, present in substantial amounts in 
atherosclerotic human aortas; the Sf 0-12 fraction was 
absent. The Sf 12-100 fraction is contained in the 
beta-lipoprotein fraction. 

It may seem to some that this cooperative study was 
a long, expensive, and possibly relatively useless in- 
vestigation. It is true that it was long and expensive, 
but it was certainly far from useless. Had it not been 
done in this thorough, unbiased fashion, the problem 
would have been with us for years, as a source of 
confusion and controversy that in the long run would 
have been far more expensive. While there is not com- 
plete agreement between the Donner group and the 
other three laboratories on the interpretation of the 
results, the data are all there for those who wish to 
make their own analysis. More could not be asked. 

As a further result of the combined study, unless 
they feel the need of one, physicians need no longer 
develop cardiac neuroses from contemplation of some 
minor variation in their serum lipoprotein pattern. 
While the outcome was not quite what was hoped for, 
this investigation represents one of the truly solid and 
important contributions to the solution of the problem 
of the cause of atherosclerosis. 


UNSHACKLING MEDICAL EDUCATION 


In Chicago today, over 800 physicians and others 
interested in medical education and licensure are 
gathering for a four-day congress. A full half-day ses- 
sion led by six experts looks ahead to medical educa- 
tion tomorrow—devoting intensive study to “lasting 
values,” “the whole patient,” medical education 
“structuring,” and “the underlying cause of unrest in 
university medicine.” 

All this current interest points up the fact that, al- 
most unnoticed by a large segment of the profession, 
medical education in the United States in recent years 
has been undergoing some basic changes. Now it is 
revealed that these changes are on the verge of being 
codified. They promise even better medical service for 
the entire community through the final unshackling of 
restrictions binding student and faculty alike. 

It evolves from a medical revolution that occurred 
in 1910 when an analysis by Dr. Abraham Flexner un- 
earthed the scandalous inadequacy of medical schools. 
His report revealed that two out of every three so- 
called medical schools were little more than mills 
grinding out M.D. diplomas. The detailed disclosure 
sparked the Association of American Medical Colleges 
and the American Medical Association’s Council on 
Medical Education and Hospitals into an accrediting 
endeavor that has helped elevate the prestige of school 
standards to a new high. 

That same year, 1910, the A. M. A.’s House of Dele- 
gates voted its first of 10 versions of “Essentials of an 
Accepted Medical School.” The latest version was 
approved in 1951; in general, it differs little from the 
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first. In it, standards are set down for organization, 
administration, faculty, teaching materials, clinical fa- 
cilities, curriculum, and requirements for admission. For 
example, the paper spells out that “it is desirable that 
there be a sufficient number of patients so that each 
student on a hospital clerkship can be assigned 3 to 5 
new cases of teaching value per week for thorough 
study.” That is three to five—not two or six or seven. 

As a result of that rigid kind of language, some 
schools were inspired to set more and more strict re- 
quirements. On curriculum, for example, there would 
have to be so many hours assigned for anatomy, so 
many for study of physiology, so many for laboratory 
work, so many for classroom—no more, no less. Here 
and there, the criticism was heard that physicians were 
being turned out like morsels from a cookie cutter. 

In reaction, other medical school administrators 
thought they discerned occasional conflict in the 
A. M. A.’s “essentials” and in the set of medical school 
“objectives” announced by the Association of American 
Medical Colleges. So these schools pursued a policy of 
flexibility that would highlight their special attributes: 
If laboratory facilities in one school were outstanding, 
there was greater emphasis here and a bit less in some 
classrooms; and, if the caliber of classroom teaching in 
another school was regarded as particularly high, then 
the student was allowed to reap more hours of benefit 
there. 

Those reactions began in 1925. They were the first 
rumblings in a natural and inevitable period of change 
away from the trend toward overregimentation. Last 
year, after many months of study, the A. M. A.’s Coun- 
cil on Medical Education and Hospitals and the execu- 
tive council of the Association of American Medical 
Colleges drafted a new and more flexible set of stand- 
ards entitled “Functions and Structure of a Modern 
Medical School.” The 23-page document will be pre- 
sented to the House of Delegates for action next June 
in New York City. The two councils believe that here, 
for the first time, medical education is formally given 
the confidence of a growing adult who has some 
responsibilities and is encouraged to seek others. Gone, 
in their opinion, is the misconception that medical 
schools are helpless infants who must be kept in tow 
at every turn by specific directions on how to behave. 

Following are excerpts from the document, which 
will be published in full in the Convention Number 
of THe JouRNAL, on April 20: 

“. . The student should be encouraged to feel a 
genuine responsibility as part of a team of physicians 
studying the patient, and not as a classroom student 
with prescribed hours of study. . . . Lectures and 
other didactic exercises cannot replace although they 
may supplement bedside learning. . . . The allotment 
of some unscheduled student time in the weekly pro- 
gram to allow for reading, research or other independ- 
ent pursuits is desirable. ... No rigid curriculum can 
be prescribed for accomplishing the objectives of 
medical education . . .” 

“... The complexity of modern medicine can be best 
served by physicians who in composite represent a 
variety of backgrounds in education and experience. 
... Medical education should emphasize intensive long 
term study by each student of relatively fewer patients 
rather than superficial observation of manv patients.” 


> 


456 EDITORIALS AND COMMENTS 
. Four years of education in medical school is 
not by itself sufficient to prepare a physician for prac- 
tice in mid-twentieth century. In fact, the yearly ad- 
vances in medicine demand that each physician con- 
tinue his education throughout his career... . It is 
urged that this document not be interpreted as an 
obstacle to soundly conceived experimentation in 
medical education . . .” 

These are the three salient principles of medical edu- 
cation’s new look as proposed by the two councils: 
1. A medical school should provide for its undergradu- 
ate students the opportunity to acquire a sound, basic 
education in medicine and should foster the develop- 
ment of lifelong habits of scholarship. 2. A medical 
school should contribute to the advancement of knowl- 
edge through research. 3. A medical school should con- 
tribute to the development of teachers, investigators, 
ond practitioners through programs of graduate educa- 
tion and residency training. 

It took many years of deep thought and search by 
medical educators in all parts of the country to formu- 
late this new wide view that individualizes the medical 
student and thus places the entire profession on the 
threshold of a new era. For enlightened medical 
education can be a beneficial wellspring of thinking, 
practice, teaching, and research among_ physicians 
throughout the nation for years to come. 


AN OBJECT LESSON 


Once again, our British cousins find themselves con- 
fronted with new hazards as a result of allowing their 
government to administer the practice of medicine. The 
newest incident arising from “socialized” medicine in 
England stems from the government going back on its 
word to the doctors. Elsewhere in this issue of THe 
louRNAL (page 484) are statements from THE JoURNAL’s 
correspondents in Great Britain on this problem. 

Since 1948, the majority of physicians in Great 
Britain have been providing medical care on a fee-for- 
number-of-patients basis. This is in contrast to the 
fee-for-service system existing in the United States, 
and still practiced by a few English doctors. The 
British physician who practices under the government 
program receives about $3 each year for every pa- 
tient registered with the government as his medical 
responsibility. For this sum, out of which the doctor 
must pay all his expenses, he must provide professional 
service for any and all patient problems, no matter 
how distantly related to health. 

When the National Health Service first began, the 
British Ministry of Health is reported as having prom- 
ised the medical profession it would adjust the annual 
payment for each patient according to the cost of 
living. During the past years, the cost of necessities 
has gone up well over 20%, but government health 
officials refuse to make a comparable salary adjust- 
ment as far as the practicing doctor is concerned. The 
government is even said to have gone so far as to now 
deny ever having made such a logical promise. 

This time the practitioners as well as the patients 
face the difficulties that exist when medicine is ruled 
by bureaucrats, whose understanding of humanization 
in the personal practice of the healing arts is professed 
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only in their voluminous files. The physicians of Eng- 
land are feeling the strain of being under the yoke of 
nonmedical rule. In keeping with their professional 
ethics, and in no way diminishing the quality and 
quantity of medical care, one solution these doctors 
have proposed is the age-old practice of having the 
ill patient whose means are average or better pay for 
the service he receives and those who are in need of 
treatment but unable to pay receive all assistance 
with no fee whatsoever. The only difference in this 
customary way of financing medical care, is that in 
England the patient's fee shall supplement the govern- 
ment’s pittance. 

The situation of a compulsory or national health in- 
surance program, therefore, begins to fulfill its original 
predictions—when the government administers med- 
ical care (or almost anything else), the public must pay 
twice. With this type of medicine the patient must pay 
taxes to support the bureaucracy, as well as fees for 
services this same patient might have, at half the total 
cost, without government interference. 

The lesson to be learned from the other side of the 
Atlantic Ocean, while an old one, is not just for phy- 
sicians, but for our patients as well. Each and every 
illness, even if caused by the same etiological factor, 
reacts differently in individuals. Just as the successful 
treatment of disease depends on the family physician 
knowing not only the diagnosis but more so how that 
same disease will manifest itself on a particular per- 
son, so does the whole realm of medicine, its art and 
its science, depend on the recognition of individuality. 
Not only must a patient be able to choose the phy- 
sician who will hold his confidence but, just as im- 
portant, the physician must be able to choose the 
treatment that best suits the “total” patient. While 
free choice is the basis of proper medical practice, of 
equal importance, the financial aspects of medical 
care should also be a concern only between the doctor 
and his patient. For those who can pay, there should 
be no difference between this type of personal profes- 
sional service and any other service that has a cost. 
For those who find it difficult to finance necessary 
medical care, there has always been, and always will 
be, access to such care without monetary considera- 
tions. 

In England, the government has forced economics 
to dominate the care of the sick. Let us, in the United 
States, keep the needs of the sick the dominating force 
that motivates private medical care. 


WHAT A THREE-CENT STAMP WILL BUY 


Drop a penny on a busy American sidewalk and, 
chances are, if you do not pick it up nobody else will. 
That is inflation. But a three-cent stamp? It can buy 
a future for many a budding or practicing physician. 

Elsewhere in this issue (page 451) Medicine at 
Work tells how a letter of application can tap a 1-mil- 
lion-dollar reservoir of loan and scholarship funds— 
money made available annually through 20 state medi- 
cal associations, hospitals, at least one pharmaceutical 
house, and, most recently, through the Sears-Roebuck 
Foundation. Depending on which organization ap- 
proves the expenditure, this money can be used for 
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undergraduate medical education, for residency train- 
ing costs, and for expenses in outfitting or building a 
medical office. 

Ironically, though, some of these well-intentioned 
funds face possible oblivion because of a relative lack 
of interest among the very doctors they were designed 
to help. What is behind the paradox that has thousands 
facing increased costs of medical education and prac- 
tice units on one hand, and thousands failing to take 
advantage of the growing number of financial aid 
programs on the other hand? When the Sears Founda- 
tion (through its medical advisory board nominated by 
the American Medical Association’s Board of Trustees) 
began feeding $125,000 a year into a revolving fund 
for loans to physicians late in 1955, it triggered a sus- 
taining response. So far, there have been 36 loans to 52 
doctors in 18 states. The loans seeded $935,000 in addi- 
tional expenditures. Doctors who did not qualify among 
the applicants benefited by sound financial advice. 

Now, as the early loans are being repaid and as the 
fund grows, administrators of the foundation are look- 
ing for the number of applications to increase. Under- 
standably, they regard this as a key to medicine's 
interest in the 10-year program. If the number rises 
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from year to year, they know they have embarked on 
a growing service; if it is stable, or drops, they might 
interpret it as a sign of indifference in the profession, 
particularly among the new doctors. But the facts 
belie that there is any indifference that can be attrib- 
uted to plenty of dollars in the pockets of physicians 
setting up practice. Most often those dollars are few, 
or those pockets are empty. 

As in many cases of a good thing just starting out, 
this appears to be a problem in communications—not 
yet enough loan recipients to spread the word of how 
Sears Foundation money provided them with the extra 
push to succeed after their own fund-raising efforts 
came short of their needs, not enough well-aimed 
publicity of the foundation itself, and not enough 
awareness in the profession of what the loan program 
is doing. 

A three-cent stamp on a letter to the American 
Medical Association’s Council on Medical Service or to 
any state, county, or city medical society will bring an 
application that might answer the financial problems 
of many physicians. A delay might be costly: The 
United States post office is thinking of raising first class 
postage rates to five cents. 
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NOTES FROM THE COUNCIL 


At its meeting in Seattle, Nov. 25-26, 1956, the 
Council on Medical Education and Hospitals of the 
American Medical Association considered numerous 
matters referred to it. Among these the following items 
are being reported in this column because of their 
general interest. 


Role of Field Staff 


Since the establishment of the Joint Commission on 
Accreditation of Hospitals, members of the field staff 
of the Council have carried a dual responsibility. As 
needed, they surveyed hospitals for accreditation by 
the Joint Commission and evaluated graduate medical 
education for the Council. This dual role inevitably 
led to misunderstanding of the function of the Council 
in the minds of many physicians and hospital admin- 
istrators. In line with the report and recommendations 
of the Stover committee and with the approval of the 
House of Delegates in Chicago (June, 1956), the field 
staff of the Council on Medical Education and Hos- 
pitals will restrict its activities to the evaluation of 
graduate medical education (internships and residen- 
cies) after Jan. 1, 1957. The Council field staff has 
accordingly been decreased in number, and the Board 
of Trustees has authorized transfer of funds to the 
Joint Commission to cover employment of three 
persons for the field staff to undertake the survey 
activities for hospital accreditation formerly conducted 
for them by Council field staff. 


Publications 


During the past several months a committee repre- 
senting the Council on Medical Education and Hospi- 
tals and the Association of American Medical Colleges 


has been working on a revision of the “Essentials of an 
Acceptable Medical School,” to replace the statement 
last issue in 1951. It was felt that the arrangement 
existing in the past, by which a set of “Essentials” was 
prepared by the Council and “Objectives” prepared 
by the Association of American Medical Colleges, 
tended to be confusing. The new document, which 
will be presented as the “Functions and Structure of 
a Modern Medical School,” has been approved by the 
Council on Medical Education and Hospitals and by 
the Executive Council of the Association of American 
Medical Colleges. It will be presented to the House 
of Delegates by the Council with recommendation for 
adoption at the next meeting. 

Since 1915 the Council on Medical Education and 
Hospitals has published a list of approved colleges of 
arts and sciences as a guide to medical schools in the 
selection of students, and also to assist the prospective 
medical student in choosing a college for his pre- 
medical training. The list was annually revised and 
included colleges approved by the North Central 
Association of Colleges and Secondary Schools, Mid- 
dle States Association of Colleges and Secondary 
Schools, New England Association of Colleges and 
Secondary Schools, Southern Association of Colleges 
and Secondary Schools, Northwest Association of 
Secondary and Higher Schools, and the Western Col- 
lege Association. Since the National Committee of 
Regional Accrediting Agencies now annually revises 
and publishes an accurate, current list of “Accredited 
Institutions of Higher Education in the United States 
of America,” the Council has voted to discontinue the 
annual revision and publication of its listing of ap- 
proved colleges of arts and sciences. 


General Practice Training 


At the interim session of the A. M. A. in Seattle, 
the Committee on Medical Practices, headed by Dr. 
Ward Allen, submitted a progress report to the House 
of Delegates. Among the directives undertaken by this 
Committee were those to the effect “that this Com- 
mittee be directed to utilize all possible means to 
stimulate the formation of a department of general 
practice in each medical school,” and “that the Ameri- 
can Medical Association approve of the medical school 
teaching programs which afford the medical student 
opportunity for experience in the general practice of 
medicine.” After very careful study the Committee 
concluded that “there was need for a long term 
cooperative study on the part of the Council on Medi- 
cal Education and Hospitals, the Association of Ameri- 
can Medical Colleges, the American Academy of 
General Practice, and representatives of the specialty 
areas to objectively analyze and make recommenda- 
tions for consideration as to the best background 
preparation today for general practice.” Subsequently, 
the Executive Committee of the Board has requested 
that the Council on Medical Education and Hospitals 
undertake the organization of such a representative 
committee to undertake the suggested assignment. It 
is hoped that the first meeting of this committee 
can be held during January, at which time plans 
will be formulated toward the development of a 
comprehensive, long-range study that will result in 
the presentation of constructive recommendations con- 
cerning this currently controversial area of medical 
education. 


Postgraduate and Graduate Medical Education 


The Council received the progress report of the 
ad hoc advisory committee on postgraduate medical 
education, prepared as a result of careful study dur- 
ing the past year. The Council approved of the “Ob- 
jectives and Basic Principles of Postgraduate Medical 
Education” as prepared by this committee and will 
refer them to the House of Delegates at the June 
meeting with the recommendation that they be pub- 
lished as guides for those active in this field as 
well as for those desiring to initiate courses and 
other programs for the continuing education of phy- 
sicians. 

The Council requested that letters be sent to 
all hospitals now approved for straight internships 
again informing them of the request of the House 
of Delegates “that the Council on Medical Edu- 
cation and Hospitals be requested to increase its 
efforts to encourage rotating internships rather than 
straight internships in all hospitals approved for 
the latter.” 

The Essentials Committee recommended with 
Council concurrence that the publication “Essentials 
of an Approved Residency in Dermatology and 
Syphilology” be modified by the deletion of the words 
“and Syphilology.” 

The American Board of Anesthesiology has au- 
thorized the development of a Residency Review 
Committee in Anesthesiology in cooperation with 
the Council on Medical Education and Hospitals. 
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This will be the 17th specialty area in which resi- 
dency review or conference committees are cur- 
rently active in the evaluation of graduate medical 
education. 

In view of the fact that there are only four hos- 
pitals currently approved for residency training of 
one years duration in contagious diseases, and in 
view of the fact that such experience can be affiliated 
in full residency training in other areas, such as 
pediatrics, the Council voted to discontinue approval 
of such isolated programs. The hospitals involved will 
be duly informed of this decision and advised to seek 
integration or affiliation into complete residency train- 
ing programs. 

The Council received and considered the reports 
of the Internship, Residency Review, and Confer- 
ence committees in regard to actions taken or recom- 
mended on the programs of graduate medical 
education studied by them. The Council deeply ap- 
preciates the cooperation represented by these joint 
committees whose members have given so much 
thought and time to the evaluation of graduate med- 
ical education. 

The Council staff was authorized to continue to 
explore ways and means of evaluating programs in 
occupational medicine. Arrangements are now under 
way to determine with the specialists in this field the 
criteria essential to evaluation of certain phases of 
graduate training now being offered in graduate 
schools in universities where there is currently no 
recognized approving body for this particular area 
of education. 

The Council has requested that a brochure be pre- 
pared outlining the history of the development of the 
residency review programs and the functions of these 
committees. It is believed that this material may be 
prepared in a series of articles for initial publication 
in The Journat and subsequent distribution in bro- 
chure or reprint form. 


Congress on Medical Education and Licensure 


The Council staff is now in the midst of final pre- 
parations for the 53rd Congress on Medical Education 
and Licensure, scheduled for Feb. 9-12, 1957, at the 
Palmer House in Chicago. This year the Council will 
again sponsor a session with the Advisory Board for 
Medical Specialties, devoting a half-day session on 
Feb. 10 to a conference on “Graduate Medical Educa- 
tion for General Practice—1957.” On the morning of 
Feb. 11, the program will be centered around a 
symposium on “Medical Education Tomorrow” and on 
the afternoon of Feb. 11 there will be a conference on 
postgraduate medical education. Efforts have been 
made to obtain authoritative speakers as participants. 
The Council hopes that the Congress sessions each 
year will serve as constructive and stimulating experi- 
ences for those interested in all phases of medical 
education and licensure. The Federation of State 
Medical Boards of the United States will hold its First 
Examination Institute covering obstetrics and gyneco- 
logy on Feb. 9 and will center its Feb. 12 program on 
“Methods of Examination and Report on the Examina- 
tion Institute.” 
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MEDICINE AND THE LAW 


THE HISTORY OF PROFESSIONAL LIABILITY SUITS 
IN THE UNITED STATES 


Andrew A. Sandor, LL.B., M.D., Alhambra, Calif. 


To fully understand the development of the law of 
malpractice in the United States, it is essential that the 
physician first become acquainted with the original 
sources of our law. These are constitutional law, statu- 
tory law, and common law. 

Constitutional law is found in the federal and state 
constitutions and the interpretations given to them by 
the courts. Statutory law consists of the enactments 
of the various state legislatures and Congress. Common 
or case law, as it is frequently called, is law based on 
judicial decisions and, in all the states with the excep- 
tion of Louisiana, is the basic source of authority of 
our courts. Louisiana follows the civil law, which is a 
form of jurisprudence based exclusively on a code, and 
the judges decide the cases presented according to the 
principles of the code. 

The common law of England is the remote ancestor 
of the American law of malpractice, The common law 
originated in the laws of Anglo-Saxon England and old 
English customs and dates from the Norman Con- 
quest in 1066. Instead of definite fixed rules as found 
in the Roman law, the common law as it developed 
was a flexible system that adapted itself to conditions 
as they arose. When a question arose for which there 
was no applicable custom or precedent the judges 
would decide according to their ideas of what consti- 
tuted right or wrong. 

During the reign of Richard Coeur de Lion at the 
close of the 12th century, it became the practice to 
keep an official record of the cases decided by the 
courts of common law. These records were known as 
the “plea rolls,” and they have been maintained in an 
unbroken series down to the present day. From the 
plea rolls, there developed a body of recorded deci- 
sions. Such decisions were usually followed as prece- 
dents in subsequent similar cases, and there was 
developed the doctrine of stare decisis—that a decision 
of one of the higher courts has the force of law and 
is binding in all future cases, One of the most striking 
features of the English common law is this adherence 
to precedent. These precedents control the litigated 
question, and, if the trial court departs from them, it 
is likely to have its findings set aside by the higher 
courts. When a novel question, for which there is no 
precedent, arises in a state court in the United States, 
then the court will usually look to the precedents of a 
sister state for a decision on a like question, Ordinarily, 
however, a given state is bound only by the precedents 
of its own appellate courts or, on federal questions, by 
the precedents of the United States Supreme Court. 


Early English and American Cases 


The earliest mention of professional liability in Eng- 
land, involving physicians, is found in Britton (circa 
1290) in the chapter on homicide. However, the discus- 
sion here evolves around criminal malpractice and no 
distinction is made between those practicing legitimate 
medicine and quackery.’ 

The civil liability of physicians arises out of the early 
rule laid down in 1534 by the English jurist, Sir An- 
thony Fitzherbert, that “it is the duty of every artificer 
to exercise his art right and truly as he ought.” ” 

Riley * relates that, in 1354, the Masters of the Sur- 
geon’s Guild were sworn before the mayor, aldermen, 
and sheriff, to testify “as to a certain enormous and 
horrible hurt on the right side of the jaw of Thomas de 
Shene appearing, whether or not such injury was 
curable at the time when John le Spicer of Cornhulle 
took the same Thomas under his care to heal the 
wound.” The surgeons, on oath, said that “if John le 
Spicer . . . had been expert in his craft or art, or had 
called in counsel and assistance . . . he might have 
cured the injury”; and they further said, “that through 
want of skill on the part of the said John le Spicer, 
the injury, under his care, had become apparently 
incurable.” 

American legal writers frequently state that the first 
recorded civil malpractice case in England is Everad 
v. Hopkins (1650),* but in the research thesis of Bul- 
lock® are to be found many earlier cases. The first 
recorded decision in England on the civil liability of 
a physician and surgeon is cited in Y.B., 48th Ed. IIL, 
f, 6, pl. 11. This was an action brought before the 
King’s Bench in 1374 against J. Mort, surgeon, involv- 
ing treatment of a wounded hand, but, because of the 
negligence of the surgeon, “the plaintiff's hand was so 
impaired that it was maimed to his injury and dam- 
age. The defendant was found not liable because of 
a legal technicality in the writ of complaint, but the 
rule was clearly laid down that if negligence is proved, 
the law will provide a remedy, The court further held 
that “if the surgeon does so well as he can and employs 
all his diligence to the cure, it is not right that he 
should be held culpable.” Other earlier decisions were 
handed down in 1433,° 1435,’ and 1472.° 

In 1518, the College of Physicians of London was 
incorporated, and its charter specifically provided for 
the college to take action against its own members for 
malpractice. Malpractice was punishable by a fine of 
£60 or 14 days imprisonment.’ 
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In 1615, Sir Edward Coke, the “father of the com- 
mon law” and, at that time, chief justice of the court 
of the King’s Bench, decided an action against a phy- 
sician for negligence and laid the foundation in English 
common law that an action against a physician could 
be had for negligence, separate and apart from any 
contractual obligation. This important decision was 
rendered only eight years after the first colonial settle- 
ment in America in 1607. 

The case of Slater v. Baker and Stapleton (1769) ° 
is important because it is frequently cited as a prece- 
dent in early American cases. The court said “he who 
acts rashly acts ignorantly, and although the defend- 
ants in general may be as skilful in their respective 
professions as any two gentlemen in England, yet the 
court cannot help saying that in this particular case 
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Graph illustrating incidence of civil malpractice appeal cases 
in the United States, 1900 through 1955. 


they have acted ignorantly and unskilfully contrary 
to the known rule and usage of physicians and sur- 
geons.” The plaintiff was awarded £500 damages, 

In Seare v. Prentice (1807) '° it was held that, if a 
physician is licensed and gives his services gratuitously, 
he is liable for lack of reasonable skill because his 
license implies skill in surgery. 

In 1832, Chief Justice Tindal, in what is still the best 
interpretation of standard of care, said: 


Every person who enters into a learned profession under- 
takes to bring to it the exercise of a reasonable degree of care 
and skill; he does not undertake if he is an attorney that at all 
events you shall gain your case, nor does a surgeon undertake 
that he will perform a cure, nor does he undertake to use the 
highest possible skill. There may be persons who have a higher 
education and greater advantages and competent degree of skill, 
and you will not say whether in this case the injury was occa- 
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sioned by the want of such skill in the defendant. The question 
is, whether this injury must be referred to the want of a proper 
degree of skill and care in the defendant or not."' 


In Hancke v. Hooper (1835) '* it was held that a 
physician would not be liable if the failure of his 
treatment was due solely to some particular constitu- 
tional defect of the patient that he had not diagnosed, 
if its existence might have reasonably escaped dis- 
covery. 

The first reported malpractice case in the United 
States is Cross v. Guthrey, 2 Root 90, Connecticut, 
1794. Dr. Guthrey was sued by the husband of the 
deceased, who alleged that the doctor was guilty of 
negligence in operating upon the plaintiffs wife “in 
the most unskilful, ignorant, and cruel manner, con- 
trary to all the well-known rules and principles of prac- 
tice in such cases, that the patient survived by but 
three hours, and that the defendant had wholly broken 
and violated his undertaking and promise to the plain- 
tiff to perform said operation skilfully and with safety 
to his wife.” The jury found the physician liable and 
awarded damages of £40. No English cases are cited 
as precedents in the decision of the court, but it is 
interesting to note that the pleadings follow the Eng- 
lish common law theory of breach of contract. 

The first American case | have been able to find 
that directly cites English malpractice cases as prece- 
dents in reaching its own decision is Sumner v. Utley 
(1828).'* The extent to which our American courts 
rely on these English precedents is clear when it is 
seen that as late as 1853 the Supreme Court of Penn- 
sylvania in McCandless v. McWha™ cites the case 
reported by Fitzherbert in 1553." 

Because of the abundance of malpractice litigation 
in the United States, there has evolved in this country 
a great body of decisions, which go far beyond their 
English precedents. We can, therefore, say that there 
exists in the United States today a distinct law of 
malpractice, embodying many new principles of the 
law of negligence that show little relation to their 
English ancestors. 


Analysis of Appeal Cases in the United States 


In an effort to evaluate the problem of malpractice, 
I have collected in this report all the appeal cases 
decided in the higher courts of the United States from 
1794 through 1955 (table 1 and figure). As far as I am 
aware, this is the first time that such a survey has been 
made. Smith '° in 1941 made a somewhat similar study, 
but he made no distinction as to type of practitioner 
involved. 

This study is expressly limited to liability actions 
against medical doctors arising out of, and during the 
course of, medical practice. Only those cases are con- 
sidered in which a physician is a defendant. Eliminated 
from the survey are actions against osteopaths, chiro- 
practors, dentists, veterinarians, nurses, druggists, med- 
ical and x-ray technicians, Christian Science healers, 
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botanic physicians, chiropodists, midwives, naturo- 
paths, sanipractors, magnetic healers, masseurs, op- 
tometrists, hospitals, and sanatoriums. Also eliminated 
are actions against employers of physicians who are 
sued for the negligent act of the physician-employee 
on the theory of agency and actions for alleged crimi- 
nal malpractice and proceedings of state licensing 
boards. 

I have also eliminated all cases in which a physician 
sues a patient for fees and the patient then cross-files 
alleging malpractice as a defense. This is done inten- 
tionally because in many fee cases the cross-complaint 
is a legal maneuver. In this respect, it would be well 
for the physician to check the statute of limitations 
for malpractice actions in his state before filing a suit 
for fees. In almost all instances. the statute of limita- 
tion favors the physician, i. e., the physician has a 
longer period in which to file a fee suit than the patient 
has to file a malpractice action. 

It should be borne in mind that the cases decided 
by the appellate courts represent only a small fraction 
of the actual number of cases filed in the lower courts. 
It would appear that for every 100 actions filed, only 
1 will eventually reach the appeal court.'* This obser- 
vation is in line with the report of Regan,’’ who found 
that about 4,000 physicians were sued for malpractice 
in 1937. The malpractice insurance and defense board 
of New York state reports a suit for each 29.4 insured 
members in 1952.'* In Minnesota, the incidence, at 
one time, was one claim for each 15 physicians prac- 
ticing in the state. In one legal counsel's office today 
there is a backlog of 1,000 liability actions involving 
1,500 physicians.'" Sadusk reports a total of 94 suits 
filed in Alameda—Contra Costa counties in California 
for the years 1946-1954.°" 

Economic Impact of Claims.—From the toregoing 
discussion, one can readily appreciate the economic 
impact of liability claims on the practice of American 
medicine, In Sadusk’s report *" the amount of damages 
asked for totaled $6,042,700. There is an increasing 
tendency for juries to award higher judgments than 
ever before. The largest sum found to be awarded in 
a trial court was $230,000."' There are reported awards 
in two California cases of $128,000 * and $115,000 ** 
respectively, There is an award of $123,904.65 in a 
federal tort action against the United States because 
of the negligence of a physician-employee.* The larg- 
est sum to be awarded in an appellate court was 
$137,000 against a group of osteopathic physicians.** 
In addition a $290,000 settlement of a malpractice suit 
was recently approved in California by a federal judge. 

To these sums must be added the cost the physician 
pays to secure protection. The cost for a $5,000/$15,000 
policy in 1952 was $106.32 in metropolitan New York 
City and $63.96 for upstate New York. 14,623 physi- 
cians were covered by such policies.'* In California, 
the average physician pays between $300 and $400 for 
his malpractice coverage, and California had an aver- 
age of 16.668 physicians in 1955. 


J.A.M.A., February 9, 1957 


Number of Physicians Sued.—While the number of 
cases reported from 1794 through 1955 totals 1,936, 
there were actually 2,500 physicians sued. This dis- 
crepancy arises from the fact that in many of the 
actions more than one physician is named as a defend- 
ant. In liability cases arising in a teaching hospital, it 
is not uncommon to name as defendants all interns, 


Taste 2.—Classification of Defendant Physicians in Professional 
Liability Suits by Type ef Practice, 1946 Through June, 1956 


No. of 
Physicians 
Type of Practice Involved 

Surgical 

specially interested in surgery but 

Orthopedics 

Especially interested in orthopedics 

not limiting practice to ] 
Obstetrics and gynecology 

Especially interested in obstetrics and gynecology 

Radiology 

Urology 

Neuropsychiatric 

Neurolo rieal surgery 

Pathology 

Anesthesia 

interested in anesthesia 

but not limitine practice to anesthesia... 


Otolarvngology 
Certified 7 
Noncertified 
Ophthalmology 


OALR 
Nonecertified 
Plastic surgery 


Interna! medicine 


Dermatology 


Certified 


residents, and nurses, along with the attending physi- 
cian who is directly responsible to the patient. Table 2 
is a complete tabulation of the type of practice of all 
the physicians involved in the appellate cases reported 
from Jan. 1, 1946, through June, 1956. It is interesting 
to note that only three female physicians were sued for 
malpractice in this period. Another interesting observa- 
tion made is that the physician can expect his first 


‘ 
Pediatrics 
Provtology 
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liability claim to arise after about 10 years of practice. 
Stryker, in his study of malpractice claims in New York 
state, found this period to be an average of eight years 
in practice.”° 


TaBLe 3.—Rank of States by Incidence of Professional Liability 
Suits per Physician 


State 1910-1925 1925-1940 1940 Through 1955 
46 26 13 
cs 23 34 24 
46 47 47 
District of Commmbia 19 2s 4 
30 44 42 
39 39 39 
16 17 29 
38 46 46 
adds 40 10 27 
3 37 30 
13 33 6 
rr 27 35 26 
kes 36 43 45 
44 16 14 


TaBLe 4.—Distribution of Defendant Physicians in Professional 
Liability Suits by Population of Community in Which 
Practice Maintained, 1946 Through June, 1956 


Population No. of Physicians Involved 


Geographical Area of Practice.—Table 3 shows the 
incidence of appeal cases in the United States accord- 
ing to the number of physicians. It is of interest to 
note that no appeal case has been found in Delaware 
involving a physician and surgeon. Table 4 gives the 
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population of the community in which the physician 
practiced at the time the liability claim arose for the 
period 1946 through June, 1956. 

Analysis of Claims.—Table 5 is a breakdown of all 
the reported appellate cases from Jan. 1, 1946, through 
June, 1956, according to type of incident. Orthopedic 
problems accounted for 90% of all reported cases to 
1900, and still heads the list as one of the major pro- 
fessional liability hazards. The one single incident that 
gives rise to most of the claims in orthopedics is the 
failure to take x-rays in a suspected fracture. The lead- 
ing incident giving rise to claims in the obstetric field 
is abandonment of the patient. 


TABLE 5.—Distribution of Appellate Cases by Type of Incident, 
1946 Through June, 1956 


No. of 
Type of Incident Cases 

Fractures and dislocations (9 incidents of improper casting 

2 
Defective equipment and explosions in operating room 

Foreign bodies left in operative field 

Nonsurgieal incidents, chiefly misdiagnosis 

Miscellaneous surgical procedures 13 

Alleged injury after shock therapy.............ccceeeeeeeees 3 

Allegations of falsely certifying patient as insane.......... 11 

Allegations of inadequate restraints of psychiatric 

Obstetric (delivery) incidents 

(abandonment of patient alleged in 19 

Aspiration of teeth by negligent insertion of mouth gags 3 


Incidental Observations 


The malpractice case of Ritchey v. West *’ is inter- 
esting for two reasons: it was the first reported case 
of its kind in Illinois, and Abraham Lincoln was the 
attorney for the defendant physician. Lincoln also 
defended two prominent physicians of Bloomington, 
Ill., in an unreported case.** One of the physicians was 
Eli K. Crothers, father of the famed playwright, Rachel 
Crothers. 

Another malpractice suit in which a United States 
president participated was that of Ewing v. Goode.” 
William Howard Taft, then a federal circuit judge, 
wrote an excellent opinion on the applicability of the 
res ipsa loquitur (the facts speak for themselves) doc- 
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trine in malpractice cases. Among other things, he 
said: “A physician is not a warrantor of cures. If the 
maxim, res ipsa loquitur were applicable . . . and a 
failure to cure were held to be evidence, however 
slight, of negligence on the part of the physician or 
surgeon causing the bad result, few would be cour- 
ageous enough to practice the healing art, for they 
would have to assume financial liability for nearly all 
the ills that flesh is heir to.” 

In all the appellate decisions only one malpractice 
case was found to have come before the United States 
Supreme Court. Mr. Justice Butler wrote the majority 
opinion in Gunning v. Cooley.*° Other malpractice 
claims have been denied hearings.” 

Of all the appellate decisions handed down from 
1946 through 1955, the plaintiff in 70% of the cases was 
found to be of the female sex. 


The state of Louisiana has now in effect the direct . 


action statute, which permits the plaintiff to sue the 
insurance carrier directly for malpractice committed 
by one of its members. The physician need not be 
made a party defendant.” 


Liability Based on Acts Other Than Malpractice 


In surveying the liability claims against physicians 
in the United States, one becomes impressed with the 
fact that many actions are not predicated on the law 
of negligence at all, being founded instead on other 
torts and breach of contract.** The important aspect 
of these suits is that the patient may, in most instances, 
dispense with the necessity for expert medical testi- 
mony in the proof of such actions. In addition to claims 
being based on breach of warranty by the physician,** 
we find actions against physicians and surgeons for 
technica! assault and battery,*’ fraud and deceit,” 
false imprisonment and malicious prosecution,” inva- 
sion of the right of privacy,”* interference with the 
family relationship,” interference with contractual re- 
lations,*” defamation,*’ and interference with property 
rights.*? 

Summary 


The evolution of the English common law shows 
the development of the doctrine of stare decisis, which 
forms the very backbone cf our own jurisprudence. 
Some early English cases influenced development of 
the American 'aw of malpractice. 

An analysis of all reported malpractice claims against 
physicians in the United States from the first repcrted 
case in 1794 through 1955 shows, among other things, 
the economic impact of liability claims on American 
medicine. These reported cases represent only a frac- 
tion of the liability claims against physicians; there 
are far more numerous judgments of trial courts, which 
are decided without being reviewed by a higher court. 
Liability may be based on acts other than negligence, 
which enables the plaintiff to dispense with the neces- 
sity of obtaining expert medical testimony in proving 
his case. 


J.A.M.A., February 9, 1957 
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MEDICAL NEWS 


CALIFORNIA 


Course on Radioactive Isotopes.—A course on the 
physics and clinical applications of radioactive isotopes 
will be held at the Los Angeles County and Cedars of 
Lebanon hospitals on Friday afternoons from 4 to 5 
p. m., March I-July 12. It is intended (1) to provide 
practical material for physicians who desire to secure 
the clinical training necessary for certification by the 
Atomic Energy Commission and also (2) to be of 
value to physicians who do not plan to apply for certi- 
fication but who wish to know more about the possi- 
bilities of radioactive isotopes. The course is under the 
direction of Dr. Henry L. Jaffe, associate clinical pro- 
fessor of radiology (therapeutic ) and Herman R. Hay- 
mond, Ph.D., assistant professor of radiology (physics), 
University of Southern California School of Medicine, 
Los Angeles. 


Course on Common Fractures.—The University of 
California Extension will offer a course on problems 
relating to common fractures at the University of Cali- 
fornia at Los Angeles Medical Center on Tuesdays, 
7:30-9:30 p. m., Feb. 19-March 26. Dr. Paul E. Mc- 
Master, Beverly Hills, course chairman, will speak on 
common fractures. Other lecturers in the series and 
their subjects will be Drs. Marshall R. Urist, Los An- 
geles, Introduction (Principles in Fracture Healing); 
Robert W. Bailey, Los Angeles, Spinal Fractures; 
Theodore A. Lynn, Los Angeles, Upper Extremity 
Fractures; H. Mason Hohl, Beverly Hills, Lower Ex- 
tremity Fractures; and Robert Mazet Jr., Los Angeles, 
Complications of Fractures and Management. For 
information contact Dr. Thomas H. Sternberg, Los 
Angeles, Assistant Dean for Postgraduate Medical 
Education, University of California Medical Center, 
Los Angeles 24. 


Meeting of Radiologists—The ninth annual Mid- 
Winter Radiological Conference sponsored by the Los 
Angeles Radiological Society, will be held at the Bilt- 
more Hotel, Los Angeles, Feb. 22-23. Guest speakers 
will include Drs. John Caffey, New York City; Johan C. 
Frimann-Dahl of Ulleval Hospital, Oslo; Merrill C. 
Sosman, Boston; and Prof. Brian W. Windeyer, Uni- 
versity of London and Middlesex Hospital, London. 
The conference fee, $20, includes two luncheon meet- 
ings featuring questions and answers. A_ banquet 
($7.50 a plate), preceded by cocktails, will be held 
Saturday evening. Reservations may be made through 
Dr. Louis J. Bonann, 1245 Glendon Ave., Los Angeles 
24. Courtesy cards will be available to residents in 
radiology and radiologists in the Armed Forces by 
advanced registration, with reduced tariff for the 
luncheons and banquet. Hotel reservations should be 
made through the Convention Manager, Biltmore 
Hotel, Los Angeles. 


Physicians are invited to send to this department items of news 
of general interest, for example, those relating to society activities, 
new hospitals, education, and public health. Programs should be 
received at least three weeks before the date of meeting. 


Course on Diseases of the Chest.—A postgraduate 
course on diseases of the chest will be presented at the 
St. Francis Hotel, San Francisco, Feb. 25—March 1, 
under the sponsorship of the council on postgraduate 
medical education, American College of Chest Physi- 
cians, with the cooperation of the California chapter 
of the college and the faculties and staffs of the medical 
schools and hospitals of California. The tuition fee, 
$75, includes five luncheons. The sessions will open 
Monday at 9 a. m. with introductory remarks by Dr. 
J. Winthrop Peabody, professor, diseases of the respi- 
ratory system, Georgetown University School of Medi- 
cine, Washington, D. C. There will be a roundtable 
luncheon on “Emotional Aspects of Chest Diseases.” 
Roundtable luncheons on the succeeding days will 
deal with “The Use of Anticoagulants in Heart Dis- 
ease, “Treatment of Inoperable Carcinoma,” “Physio- 
logic Approach to the Treatment of Status Asthmati- 
cus, and “Rehabilitation in Chronic Chest Disease.” 
Panel discussions have been scheduled on “Selection 
of Patients for Surgery with Acquired Valvular Le- 
sions, “The Treatment of Pulmonary Fibrosis and 
Emphysema,” “Hypersensitivity Diseases,” and “Realis- 
tic Evaluation of Future Treatment of Tuberculosis.” 


CONNECTICUT 

Society News.—The Yale Medical Society will present 
“Clinical Usefulness and Possible Mechanisms of Ac- 
tion of the Oral Hypoglycemic Sulfonyl-Urea Drugs” 
by Dr. Max Miller, associate professor of medicine, 
Western Reserve University School of Medicine, Cleve- 
land, Feb. 11, 8:15 p. m., in the Fitkin Amphitheater, 
Yale-New Haven Medical Center (LOcust 2-1161, 
Ext. 865). Physicians are invited. 


Course on Economics of Medical Practice.—-The Con- 
necticut State Medical Society, in connection with the 
department of public health, Yale University School 
of Medicine, will present “Professional Liability” at 
the Brady Auditorium, 310 Cedar St., New Haven, 
Feb. 14, 4 p. m. The subject will be discussed by Mr. 
C. H. Olson, superintendent of the professional liability 
division, Aetna Casualty and Surety Company, Hart- 
ford. Dr. Ira Hiscock, chairman of public health, Yale 
University, will serve as moderator. 


ILLINOIS 


Meeting of Chest Physicians.—Dr. Howard B. Burchell, 
professor of internal medicine, University of Minnesota 
Graduate School, Minneapolis-Rochester, will speak on 
“Clinical and Pathological Aspects of Lesions of the 
Aortic Root and Proximal Aorta” before the Illinois 
chapter of the American College of Chest Physicians, 
Feb. 19, 8 p. m., at the St. Clair Hotel, Chicago. 


Congress on Maternal Care.—The first Illinois Con- 
gress on Maternal Care will be presented at the St. 
Nicholas Hotel, Springfield, Feb. 13-14, by the Illinois 
Committee on Maternal Welfare, under the sponsor- 
ship of the American Committee on Maternal Welfare. 
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Speakers at the opening session include Drs. Frederick 
H. Falls, Oak Park, Martin W. Green, River Forest, 
and Hubert L. Allen, Alton. Panel discussions have 
been scheduled on “Challenge to Providing Complete 
Maternal Care: Eclamptogenic Toxemia as an Exam- 
ple”; “Hemorrhage in Maternal and Infant Care as a 
Team Problem”; and “The Interprofessional Approach 
to Problems of Maternal Care.” A film session Thurs- 
day, 12:30 p. m., will include “Biography of the New- 
born”; “Design for Expectant Parents’ Classes”; “Pre- 
natal Care”; and “Postnatal Care.” Twenty topics will 
be presented at breakfast conferences and round tables. 
For information write to the Illinois Committee on 
Maternal Welfare, 116 S. Michigan Ave., Chicago 3. 


Chicago 

Meeting on Medical History.—The Society of Medical 
History of Chicago will hold an open meeting at the 
Institute of Medicine (Fourth Floor, 86 E. Randolph 
St.) Feb. 13, 8 p. m. L. Margueriete Prime, director, 
library and department of literary research, American 
College of Surgeons, will present a paper on “Larrey, 
Surgeon Raconteur,’ and Barry J. Anson, Ph.D., chair- 
man, department of anatomy, Northwestern University 
Medical School, on “The Debt of Medicine to Ancient 
Greece and Rome.” 


INDIANA 


Lecture by Dr. Ricketts.—The Alpha Tau chapter of 
Phi Delta Epsilon fraternity at the Indiana University 
School of Medicine, Bloomington-Indianapolis, will 
hold its first annual lectureship Feb. 22. Dr. Henry T. 
Ricketts, Chicago, professor of medicine, University of 
Chicago School of Medicine, will discuss “Objectives 
of Treatment in Diabetes Mellitus.” 


KANSAS 


Hearing and Speech Conference.—A hearing and 
speech conterence, Feb. 22-23, in Battenfeld Audito- 
rium at the University of Kansas Medical Center, 
Kansas City, will consider “Differential Diagnosis of 
Language Disorders” and “Therapy tor Children and 
Adults.” The topics to be discussed will include “He- 
reditary Deafness,” “Atypical Children from the Pedi- 
atric Point of View,’ “Neurological Signs of Organic 
Brain Disorders,” “Stuttering Therapy,” and “Aphasia.” 
The sessions will end with a panel discussion, “Inter- 
pretation of Language Anomalies in Children and 
Adults.” Information may be obtained from the De- 
partment of Postgraduate Medical Education, Univer- 
sity of Kansas School of Medicine, Kansas City 12. 


NEW YORK 

Society News.—The New York Proctologic Society re- 
cently elected Dr. George L. Becker Sr., Paterson, N. J., 
president; Dr. Saul Schapiro, Brooklyn, vice-president; 
and Dr. Norman L. Freund, Brooklyn, secretary-treas- 
urer. Physicians are invited to attend the 1957 meet- 
ings at the New York Academy of Medicine (103rd 
Street and Fifth Avenue, New York City) on Feb. 14, 
April 11, and Oct. 10. 


Roswell Park Lecture by Dr. Ochsner.—On Feb. 14 the 
Buffalo Surgical Society will sponsor the Roswell Park 
Lecture, “Bronchogenic Cancer: Factors Which In- 
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uence Long Term Survival” by Dr. Alton Ochsner, 
professor of surgery, Tulane University School of Med- 
icine, and director of surgery, Ochsner Clinic, New 
Orleans. Dr. Ochsner will be awarded the society's 
gold medal, which is being given for the 10th time in 
honor of Dr. Roswell Park, professor of surgery, Uni- 
versity of Buffalo, 1883-1914. 


Meeting of Chest Physicians.—The 17th annual Clini- 
cal Meeting of the New York State chapter, American 
College of Chest Physicians, at the Park-Sheraton 
Hotel, New York City, Feb. 22-23, will open at 9 a. m. 
Friday with motion pictures, “Ether Analgesia for 
Cardiac Surgery” by Joseph F. Artusio Jr., New York 
City, and “Glossopharyngeal Breathing” from the 
Hondo Respiratory Center for Poliomyelitis in Cali- 
fornia. At luncheon, 12 noon, “A Classification of Per- 
sons with Mitral Stenosis as a Guide to Therapy” will 
be given by the guest speaker, Dr. Louis A. Soloff, 
Philadelphia. The afternoon will be devoted to a panel, 
“Stumping the Experts.” The Saturday session will be 
held in the Nathan B. Van Etten Hospital, Albert Ein- 
stein College of Medicine of Yeshiva University in the 
Bronx. Bus transportation will be provided from the 
Park-Sheraton Hotel. A clinicopathological conference 
will follow the program on “Diseases Affecting the 
Lesser Circulation,” which will begin at 10 a. m. The 
meeting will end with a complimentary luncheon at 
12:30 p. m. 


New York City 


Pollitzer Lecture—Dr. Allan L. Lorinez, Chicago, as- 
sistant professor of dermatology at the University of 
Chicago School of Medicine, will deliver the seventh 
annual Sigmund Pollitzer Lecture of the New York 
University Post-Graduate Medical School, at 4 p. m., 
Feb. 18, in the amphitheatre of Bellevue Psychiatric 
Hospital. His subject will be “A Dermatologist’s Re- 
marks on Recent Developments in the Problems of 
Tissue Transplantation.” 


Course on Surgical Anatomy.—Cornell University Med- 
ical College will offer a full-time course in surgical 
anatomy (limited to 25), May 27-June 22, under the 
direction of Dr. Ernest W. Lampe. The course, which 
will consist of an intensive review of surgical anatomy 
with demonstrations and dissection, will be especially 
designed for candidates for the American Board of 
Surgery. Tuition is $200. Inquiries may be directed to 
the Office of the Dean, Cornell University Medical 
College, 1300 York Ave., New York 21. 


OKLAHOMA 

Surgical, Radiological, and Pathological Symposium.— 
The Oklahoma Association of Radiologists, Oklahoma 
Association of Pathologists, and the Oklahoma chapter, 
American College of Surgeons will hold a surgical, 
radiological, and pathological postgraduate symposi- 
um, “Lesions of the Colon,” Feb, 22-23. Guest partici- 
pants in the symposium and meetings will include Drs. 
J. Arnold Bargen, Rochester, Minn.; R. Russell Best, 
Omaha; Warren H. Cole, Chicago; Robert S. Grinnell, 
New York City; Elson B. Helwig, Washington, D. C.; 
Philip J. Hodes, Philadelphia; and Edgar J. Poth, Gal- 
veston, Texas. Physicians are invited. The fee will be 
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$15, but there will be no charge for physicians in mili- 
tary service. For complete program and information 
write to the Office of Postgraduate Education, Uni- 
versity of Oklahoma School of Medicine, Oklahoma 
City. 


WISCONSIN 


Course on Diseases of Heart and Lungs.—Visiting 
faculty members will join the staff of Marquette Uni- 
versity School of Medicine, Milwaukee, to present « 
postgraduate program on “Diseases of the Heart and 
Lungs” March 6, 13, 20, and 27, 9 a? m—12 noon, in 
cooperation with the Wisconsin chapter of the Ameri- 
can College of Chest Physicians. The new faculty 
members will be Drs. Richard Langendorf, cardio- 
vascular research associate, Michael Reese Hospital, 
Chicago; Arthur M. Olsen, Rochester, Minn., associate 
professor of medicine, University of Minnesota Medi- 
cal School, Minneapolis; John M. Sheldon, professor 
of medicine, University of Michigan Medical School, 
Ann Arbor; Wright R. Adams, professor and chairman 
of the department of medicine, University of Chicago 
School of Medicine; George E. Wakerlin, professor 
and head of the physiology department, University of 
Illinois College of Medicine, Chicago; Walter S. Priest, 
associate professor of medicine, Northwestern Uni- 
versity Medical School, Chicago; and John W. Kirklin, 
assistant professor of surgery, University of Minnesota 
Medical School, Minneapolis. Dr. Francis D. Murphy, 
head of the department of medicine at Marquette, is 
honorary chairman of the clinics, and Dr. Mischa J. 
Lustok, assistant clinical professor of medicine, is the 
director. 


GENERAL 


Meeting on Milk Sanitation.—The 10th annual meet- 
ing of the Dairy Products Improvement Institute will 
be held Feb. 14 at the Hotel Statler, New York City. 
The program will include a report by Albert F. Ranney, 
chief of the brucellosis and tuberculosis eradication 
section, agriculture research service, Washington, 
D. C., on “Current Status of Brucellosis Testing Pro- 
grams.” 


Course on Science Writing and Editing.—The journal- 
ism department of the New York University School of 
Commerce, Accounts, and Finance is offering a course, 
“Science Writing and Editing,” from 2 to 3 p. m. on 
Mondays and Wednesdays. The course deals with the 
techniques and history of science writing, coverage of 
conventions and technical meetings, writing for tech- 
nical journals, interviewing scientific personalities, 
science writing in advertisements, and writing science 
news for radio, television, and books. Information may 
be obtained from Prof. Hillier Krieghbaum at the New 
York University School of Commerce, Accounts, and 
Finance, 236 Wooster St., New York 3. 


Symposium on Heart Sound Analysis.—A symposium 
on “The Present Status of Heart Sound Production 
and Recording” at the University of Buffalo, Feb. 14, 
co-sponsored by the university and the Buftalo-Niagara 
chapter of the Professional Group on Medical Elec- 
tronics, will cover the physical characteristics of the 
heart sounds, problems of instrumentation, and newer 
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techniques of the analysis of heart sounds. Those in- 
terested in attending or contributing to the program 
are invited to communicate with the Program Chair- 
man, Dr. Robert M. Kohn, at the Chronic Disease Re- 
search Institute, University of Buffalo, 2183 Main St., 
Buftalo 14. 


Course in Maxillofacial Surgery.—Northwestern Uni- 
versity Dental School announces a_ postgraduate 
course in maxillofacial surgery March 11-15. Registra- 
tion is limited to physicians interested in the surgery 
of trauma in the maxillofacial region. Teaching will 
be largely by lecture demonstration with the use of 
models, cadavers, and animals. The leader of the 
course is Dr. Orion H. Stuteville, Chicago, chairman, 
department of oral surgery. The number of registrants 
will be limited according to the facilities available. 
For information, address the Director of Postgraduate 
Study, Northwestern University Dental School, 311 E. 
Chicago Ave., Chicago 11. 


Phi Lambda Kappa Meeting.—The fifth annual In- 
terim Scientific Meeting, Phi Lambda Kappa frater- 
nity, will be held at the Desert Inn, Las Vegas, Nev., 
March 19-26. The five-day professional program will 
be for the benefit of the general practitioner and will 
feature papers and symposiums by specialists. Mem- 
bers of the American Medical Association are welcome. 
For information, write to Dr. Samuel L. Lemel, na- 
tional secretary, Phi Lambda Kappa, 1030 Euclid Ave., 
Cleveland 15. This year marks the 50th anniversary of 
the fraternity, which was founded at the University 
of Pennsylvania, Philadelphia. The 50th annual con- 
vention will take place at the Waldorf-Astoria in New 
York, Dec. 29-31. 


Influenza.—The Communicable Disease Summary of 
the U. S. Public Health Service for the week ended 
Jan. 19 states that the first report of influenza in the 
United States for the current season has been received 
from Dr. Gordon Meikeljohn, University of Colorado 
School of Medicine, Denver. He reports a mild out- 
break of the disease from an Air Force base in Colo- 
rado, which began earlier in January. Two strains of 
virus with A-prime properties have been isolated from 
throat washings collected on Jan. 14. The World 
Health Organization, Geneva, states that, “In connec- 
tion with the strains collected during the mild epi- 
demic (Japan) in December, it is reported by the 
World Influenza Centre, London, that preliminary 
tests suggest the strain A/Japan/6/56 to be serolog- 
ically similar to the Dutch °56 viruses.” 


Conference in Surgery.—Stanford University School of 
Medicine, Stanford University-San Francisco, will pre- 
sent a postgraduate conference in surgery, March 18- 
22. Registration (unlimited ) will be open to applicants 
with an M.D. degree. Patients with common surgical 
problems will be presented. The surgical anatomy of 
the affected region will be demonstrated while the 
patient is taken to surgery. After the anatomic demon- 
stration the operation will be broadcast in black and 
white television to the audience. The monitor and 
director of the course, Dr. Roy B. Cohn, San Francisco, 
associate professor of surgery, will answer questions 
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from the audience. Programs and information may be 
obtained from the Office of the Dean, Stanford Uni- 
versity School of Medicine, 2398 Sacramento St., San 
Francisco 15. 


Institute on Rehabilitation Centers.—The Conference 
of Rehabilitation Centers will hold an institute on 
rehabilitation center planning at the Morrison Hotel, 
Chicago, Feb. 25-March 1. The institute, sponsored by 
the conference under a training grant from the office of 
vocational rehabilitation, U. S$. Department of Health, 
Education, and Welfare, will be open to all persons 
interested in the establishment or improvement of 
comprehensive rehabilitation facilities and will offer 
a series of “problem clinics,” lectures, discussion, and 
consultation from a faculty of outstanding rehabilita- 
tion center personnel in this country and Canada. The 
keynote address, “The Evolution of the Rehabilitation 
Center as a Social Force,” will be delivered by Dr. 
Dean W. Roberts, director, National Society for Crip- 
pled Children and Adults, formerly director of the 
commission on chronic illness. Other featured speakers 
will include Drs. Henry Kessler, Newark, N. J., and 
Donald A. Covalts, New York City. Information is 
available from the division of special projects, Con- 
ference of Rehabilitation Centers Inc., 5 Franklin Ave., 
Saranac Lake, N. Y. 


Psychiatrists Meet in New York City.—The Eastern 

Psychiatric Research Association will present a sym- 

posium, “Preliminary Findings in the Treatment of 

Neuropsychiatric Disorders with the Sedac,” Feb. 14, 

§ p.m., at the New York Academy of Sciences, 2 E. 

63rd St., New York. The program will include the fol- 

lowing presentations: 

Ferruccio A. diCori and David J. Impastato, New York, Gen- 
eral Psychiatric Practice. 

Merril Moore and Leo Alexander, Boston, Theoretical and 

Special Aspects. 

Charles Buckman, Dezso Annau, and Irving Pinsley, Kings 

Park, N. Y., Psychotic Patients. 

Saul I. Heller, New York, Neurological Problems (illustrated 
with movies ). 
Harold H. Berman, Staten Island, N. Y., Certain Aspects of 

Mental Deficiency. 

Juan Negrin, New York, Intracranial Electrotherapy: Observa- 
tions with the Sedac Unit. 

James E. Milligan, Warren, Pa., Hospital Practice of Psychiatry. 

Alfred E. Eyres, Detroit, A Special Technical Study. 

Also scheduled is the first showing of the motion 
picture, “Safe Neraval-Succinyl Anestho-Softened 
Cerebral Electrotherapy,” by Dr. T. R. Robie, East 
Orange, N. J. 


Cooperation with Hungarian Scientists.—The health 
resources advisory committee of the Office of Defense 
Mobilization has called on all health organizations and 
educational institutions to cooperate with voluntary 
organizations in the professional integration of Hun- 
garian physicians, dentists, medical and dental stu- 
dents, and other health personnel now entering the 
United States. Its resolution reads in part: “With our 
national shortage of health personnel of all types, 
these new Americans can make a distinct contribution 
to our health resources. To the dignity of political and 
personal freedom let us help give them the dignity of 
professional status.” Health organizations and agencies 
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having service or training opportunities for these men 

and women are urged to contact the following or- 

ganizations: 

American Hungarian Federation, 527 Mills Bldg., Washington, 
D. C 


Catholic Relief Services, National Catholic Welfare Conference, 
149 Madison Ave., New York. 

Church World Service, 215 Fourth Ave., New York. 

Hungarian League of America, Inc., 30 E. 30th St., New York 
16 


International Rescue Committee, Inc., 65 W. 45th St., New 
York. 

Lutheran Refugee Service, 235 Fourth Ave., New York, 

Tolstoy Foundation, Inc., 300 W. 58th St., New York. 

United HIAS Service, 435 Lafayette St., New York. 


Tri-State Medical Meeting.—The 58th annual meeting 
of the Tri-State Medical Association of the Carolinas 
and Virginia will convene at the Clemson House, 
Clemson, S$. C., Feb. 18-19. The sessions will open 
Monday at 9:30 a.m. with a panel on diabetes, with 
Dr. Willard B. Mills, Greenville, S$. C., as moderator, 
and Drs. F. I. Stephens and Richard C. Nailling, Ashe- 
ville, N. C., as collaborators. Luncheon will be pre- 
ceded by a report on the Sludge Blood Team from the 
Medical College of South Carolina and followed by a 
panel on psychiatry, with Dr. Iverson O. Brownell, 
Greenville, S. C., as moderator, and Drs. Richard C. 
Proctor, Winston-Salem, N. C., and Joseph J. Nan- 
narello, Greenville, S. C., as collaborators. The Mon- 
day session will close with “Advances in Cancer Diag- 
nosis and Treatment” by Dr. Brewster S. Miller, 
American Cancer Society, New York City. A social 
hour, 6:30 p.m., will precede the banquet, 7:30 p.m. 
Dr. Roy B. McKnight, Charlotte, N. C., will deliver 
the presidential address. The guest speaker will be 
Mr. C. A. McKnight, editor of Charlotte Observer. 
Dr. Karl J. Karnaky, Houston, Texas, will open the 
Tuesday program at 9 a.m. with a paper on office 
gynecology and at 10:30 a.m. will speak on endometri- 
osis. At 11:30 a.m. an orthopedic panel will be pre- 
sented by Drs. Walter Hunt, Charlottesville, Va., and 
Charles B. Thomas, Greenville, S$. C. “Observations 
Concerning the Bronchi Relative to Smoking and En- 
vironment’ will be the topic of Dr. H. R. Pratt- 
Thomas, Charleston, S. C., at 2:30 p.m. 


New Orleans Graduate Assembly and South American 
Tour.—The 20th annual meeting of the New Orleans 
Graduate Medical Assembly will be held March 11-14, 
with headquarters at the Municipal Auditorium. The 
guest speakers include Drs. Emery A. Rovenstine, 
New York City; Nelson P. Anderson and Erle Hen- 
riksen, Los Angeles; J. Edward Berk, Detroit; Ovid O. 
Meyer, Madison, Wis.; Irvine H. Page, Cleveland; 
Barnes Woodhall, Durham, N. C.; John E. Savage, 
Baltimore; C. Dwight Townes, Louisville, Ky.; Don 
E. King, San Francisco; Glassell S. Fitz-Hugh, Char- 
lottesville, Va.; Malcolm B. Dockerty, Rochester, 
Minn.; Sydney S$. Gellis and Laurence L. Robbins, 
Boston; Karl Zimmerman, Pittsburgh; Danely P. 
Slaughter, Chicago; C. Stuart Welch, Albany, N. Y.; 
and William L. Valk, Kansas City, Kan. The registra- 
tion fee, $20, includes lectures, symposiums, clinico- 
pathologic conferences, roundtable luncheons, medical 
motion pictures, and exhibits. An “Around South 
America Postclinical Tour” has been substituted for 
the Mediterranean tour originally planned. This will 
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be a 30-day tour, leaving New Orleans March 15 and 
returning on April 13, visiting the South American 
capitals of Caracas, Venezuela; Rio de Janeiro, Brazil; 
Montevideo, Uruguay; Buenos Aires, Argentina; Santi- 
ago, Chile; and Lima, Peru, with medical programs 
at the major stops. There will be excursions to Petropo- 
lis, Brazil; Vina del Mar, Chile; and Cuzco and 
Machu Picchu, Peru. For information concerning the 
tour write Secretary, Room 103, 1430 Tulane Ave., 
New Orleans 12. 


LATIN AMERICA 

Surgeons Meet in Mexico City.—The International 
College of Surgeons will hold its 10th International 
Congress in Mexico City, Feb. 24-28. The scientific 
program will be presented at the University of Mexico. 
Social functions have been scheduled, and two post- 
congress tours have been arranged. Physicians, medi- 
cal personnel, and their friends are invited. Arrange- 
ments may be made through the International Travel 
Service Inc., Palmer House, Chicago 3. 


FOREIGN 

French Medicosurgical Prize.—The annual prize for 
Medicosurgical Cinema, which comprises a cash award 
of 100,000 francs (about $290) and various other 
awards, will be given by La presse médicale during the 
last session of the course of “Actualités médico- 
chirurgicales” at the Faculté de Médecine de Paris 
in March, 1957. The main prize, which may be be- 
stowed on one winner or divided among several, can be 
awarded only for amateurs’ films, unpublished, not 
subsidized, and not produced by any laboratory or 
firm. The jury will consider the didactic value of the 
film as well as its cinegraphic quality. Films may be 
sound or silent, in color or black and white, but only 
16-mm. films will be admitted. Entries should reach 
La presse médicale before Feb. 28. 


CORRECTIONS 

Suitable Controls in Surgical Investigations.—In the 
initial summary in bold-face type of the article con- 
cerning suitable controls in surgical investigations, in 
THE JOURNAL, Jan. 5, 1957, page 25, the sentence be- 
ginning in the 11th line should read as follows: “Biliary 
intestinal anastomosis for stricture of the bile ducts 
that contracts sufficiently will produce jaundice regard- 
less of whether a biliary duodenal or a biliary jejunal 
anastomosis is made.” 


Medicare.—On page 120 of THE JouRNAL, Jan. 12, 1957, 
references in the fourth and eighth paragraphs indicate 
incorrectly that the government’s Medicare program 
provides civilian medical facilities for members of the 
uniformed forces. Only dependents receive direct 
benefits, as is specified correctly in the editorial on 
the previous page of the same issue. A physician will 
be reimbursed by the government if he renders care 
to ineligible patients only if he can show that he has 
exercised reasonable care and precaution in accepting 
evidence of eligibility. Medicare patients are billed 
$1.75 a day or a total of $25 (whichever is more) by 
the hospital, not by the government. 
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EXAMINATIONS 
AND LICENSURE 


AMERICAN Boarp OF ANESTHESIOLOGY: Part I, Various locations, 
July 19. Final date for filing application was Jan. 19. Oral. 
Asheville, No. Car., Mar, 24-29. Sec., Dr. Curtiss B. Hickcox, 
80 Seymour St., Hartford 15, Conn. 

AMERICAN Boarp OF DerRMATOLOGY: Written. Several cities, 
June 27. Oral. Baltimore, Oct. 11-13. Final date for tiling 
application is April 1. Sec., Dr. Beatrice Maher Kesten, One 
Haven Ave., New York 32. 

AMERICAN Boarp OF INTERNAL MepicINe: Written. Oct. 21. 
Oral. Boston, April 3-6. Final date for filing application was 
Jan. 2. Chicago, May 27-29; San Francisco or Los Angeles, 
September. Final date for filing application was Feb. 1. 
Subspecialties. Gastroenterology. Philadelphia, April 5-6. Final 
date for filing application is March 1. Exec. Sec., Dr. W. A. 
Werrell, 1 West Main St., Madison 3, Wis. 

AMenricAN Boarp OF NEUROLOGICAL SURGERY: Examination 
given twice annually, in the spring and fall. In order to be 
eligible a candidate must have his application filed at least six 
months before the examination time. Sec., Dr. Leonard T. Fur- 
low, Washington University School of Medicine, St. Louis 10. 

AMERICAN Boarp OF OssTETRICS AND GYNECOLOGY: Part II. 
Chicago, May 16-25. Request for reexamination in Part Ii 
must be received prior to Feb. 1. Sec., Dr. Robert L. Faulkner, 
2105 Adelbert Road, Cleveland 6, Ohio. 

AMERICAN BOARD OF OPHTHALMOLOGY: Oral. New York, May 
23-27; Chicago, Oct. 7-11. Sec., Dr. Merrill J. King, Box 236, 
Cape Cottage Branch, Portland 9, Maine. 

AMERICAN Boarv OF OTOLARYNGOLOGY: Chicago, Oct, 7-11. 
Final date for filing application is April. Sec., Dr. Dean M. 
Lierle, University Hospitals, lowa City. 

AMERICAN Boarb OF PaTHoLocy: Oral and Written. Pathologic 
Anatomy and Clinical Pathology. Washington, April 4-6, Final 
date for filing application is March 1. Sec., Dr. Edward B. 
Smith, Indiana University Medical Center, Indianapolis 7. 

AMERICAN Boarpb OF Pepiatrics: Oral, New Orleans, Feb. 22-24. 
Sec., Dr. John McK. Mitchell, 6 Cushman Road, Rosemont, Pa. 

AMERICAN BOARD OF PHYSICAL MEDICINE AND REHABILITATION: 
Parts I and II. New York City, June 8-9. Final date for filing 
application is March 1. Sec., Dr. Earl C. Elkins, 200 First St., 
S. W., Rochester, Minn. 

AMERICAN Boarp OF PLAstic SurGEeRY: Entire Examination. 
Philadelphia, May 4-6. Final date for filing case reports was 
Jan. 1. Corres. Sec., Mrs. Estelle E. Hillerich, 4647 Pershing 
Ave., St. Louis 8. 

AMERICAN BOARD OF PREVENTIVE MEpiICcINE: Oral and Written. 
Public Health. Schools of Public Health, April 11-13. Aviation 
Medicine. Denver, May 9-11. Occupational Medicine. St. 
Louis, April 26-28. Sec., Dr. Thomas F. Whayne, 615 North 
Wolfe St., Baltimore. 

AMERICAN Boarp OF Procro.ocy: Oral and Written. Parts I and 
Il, September. Sec., Dr. Stuart T. Ross, 520 Franklin Ave., 
Garden City, N. Y. 

AMERICAN BOARD OF PSYCHIATRY AND NEUROLOGY: New Orleans, 
Mar. 18-19. Final date for filing application was Sept. 10. New 
York, Dec. 16-17. Sec., Dr. David A. Boyd, Jr., 102-110 Sec- 
ond Ave., S. W., Rochester, Minn. 

AMERICAN Boarp OF RapioLocy: Tampa, April 1-6. Final date 
for filing application was Jan. 1. Washington, Sept. 23-28. Final 
date for filing application is June 1. Within the near future a 
special examination for certification in Nuclear Medicine will 
be offered to diplomates in Radiology and Therapeutic Radi- 
ology. Application must be made before Feb. 15. Sec., Dr. 
B. R. Kirklin, Kahler Hotel Bldg., Rochester, Minn. 

AMERICAN Boarp OF SurGERY: Part II. Houston, Feb, 18-19; 
Nashville, Mar. 11-12; Boston, April 8-9, and New York, 
June 10-11. 

AMERICAN Boarp oF Urovocy: February 1957. Sec., Dr, William 
Niles Wishard, 1711 N. Capital Ave., Indianapolis 7. 

Boarp OF THORACIC SuRGERY: Written. Various centers through- 
out the country, February 1957, and the closing date for regis- 
tration was Dec. 1, 1956. Sec., Dr. William M. Tuttle, 1151 
Taylor Ave., Detroit 2. 


GOVERNMENT SERVICES 


AIR FORCE 


Noise and the Conservation of Hearing.—The Air Force 
Medical Service, with the help of the Armed Forces- 
National Research Council committee on hearing and 
bioacoustics and others, has developed criteria for 
evaluating exposures to noise on a time and intensity 
basis so as to calculate the probable degree of damage, 
as is done for ionization radiation. It established the 
policy of securing a base-line audiogram for all per- 
sonnel of the Air Force and the requirement of peri- 
odic surveys of the hazardous noise areas of an 
installation. The Air Force provides for delineating 
the area, both on the ground and on survey maps, 
where personal protective devices should be worn, as 
well as indicating the type of device furnishing ade- 
quate protection. It provides for periodic follow-up 
on all personnel employed in these designated areas. 
Personnel showing a shift in their hearing threshold 
will be studied to determine if this shift is permanent 
or temporary, and disposition will be made in accord- 
ance with the symptoms, severity, and the occupa- 
tional hazard involved. 

Diagnostic hearing centers are established by regu- 
lation, which also provides for trained audiologists to 
evaluate and screen these emplovees. Thus, those 
whose hearing has stabilized or improved are so as- 
signed as to protect their hearing from further damage 
or returned to their former task with properly fitted 
protective devices and full instructions for the preser- 
vation of their hearing. 


NAVY 


Transfers to Regular Navy.—The following naval re- 
serve medical officers have recently been commissioned 
in the Medical Corps of the regular Navy: Commander 
Karl C. Weidemann, Lieut. Commander Thomas S. 
Marks, Lieut. Commander R. F. Reinhardt, and lieu- 
tenants G. L. Johnson Jr., J. C. Parks Jr., R. C. Sowell, 
B. M. Webb, A. G. Webb Jr., G. M. Akin Jr., J. W. Led- 
with, Max E. Musgrave, G. F. Kelly, R. L. Hadlund, 
P. J. Coneannon Jr., $. Barchet, ?. Pleotis, and J. A. 
Desjardins. 


Reserve Active Duty.—The Bureau of Medicine and 
Surgery announces that medical department officers in 
certain grades and categories may obtain tours of ex- 
tended active duty with active duty agreements under 
the revised voluntary recall program. The program, as 
revised, provides for the automatic issuance of active 
duty agreements for terms of two to five years to all 
officers voluntarily recalled to active duty. The issu- 
ance of active duty agreements is authorized by the 
Armed Forces Reserve Act of 1952, as amended. 
A recent amendment to the Armed Forces Reserve Act 
provides that, after completion of five years’ continu- 
ous active service, a reserve officer becomes eligible to 
receive lump-sum readjustment pay in the amount of 
one-half of one month’s pay for each year of active 
service performed, if the officer is involuntarily re- 
leased to inactive duty. 
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Applications for extended active duty should be sub- 
mitted in letter form, addressed to the Chief of Naval 
Personnel (Attention: Pers B115) and forwarded via 
the respective district commandant or the chief of 
naval air reserve training. The letter should indicate 
the date on which the applicant will be available for 
active duty and the amount of advance notification 
desired. Normal processing time for applications is one 
month; however, if a national agency check is needed, 
processing time is three months. The applicant's prefer- 
ence for type and location of duty may also be in- 
cluded and will be given consideration. 


VETERANS ADMINISTRATION 


Changes in Hospital Managers.—Dr. Lloyd B. Andrew, 
manager, VA Hospital, Birmingham, Ala., will be trans- 
ferred as manager of the VA Hospital at Fayetteville, 
Ark., to succeed the late Dr. Hursel C. Manaugh. Dr. 
Andrew will be succeeded at Birmingham by Dr. 
John S. Herring, manager of the VA Hospital at Mont- 
gomery, Ala., who, in turn, will be succeeded by Dr. 
Thomas L. Harvey, director of professional services at 


the VA Hospital, Lake City, Fla. 


PUBLIC HEALTH SERVICE 


Health Services for American Indians.—The Depart- 
ment of Health, Education, and Welfare this year will 
seek continued improvements in federal health serv- 
ices for American Indians, according to Secretary 
Marion B. Folsom. A recent survey by the U. S. Public 
Health Service indicates that the average age at time 
of death for Indians is 39, compared with 62 for the 
general population. Out of every 1,000 live births, 65 
Indian infants die in the first year of life, compared 
with 27 in the general population. The Indian death 
rate from diarrheal diseases, which result from poor 
environmental sanitation, is 11 times higher among 
Indians than for the country as a whole. Indian death 
rates from tuberculosis are five times higher, from 
pneumonia and influenza three times higher, and from 
accidents two and one-half times higher than for the 
general population. 

Secretary Folsom said that safe water supplies and 
better sanitary facilities are among the first require- 
ments for raising the level of Indian health. Last year, 
the administration proposed a federally aided cooper- 
ative five-vear program to improve sanitary facilities 
among the Indians at a cost of 29 million dollars. He 
said this measure, which was not enacted by the Con- 
gress last year, will be introduced again this year: 
“Plans will be presented for the training of greater 
numbers of Indians as practical nurses, sanitarian 
aides, and dental assistants, and for the training of 
professional staffs in the special problems of Indian 
health.” 

Health services for about 370,000 Indians are made 
available by the Public Health Service through both 
its own facilities and those of nonfederal agencies 
under contract. In many reservation areas, state or 
local health services available for the Indians are 
either extremely limited or nonexistent. Federal ap- 
propriations for Indian health activities for the 1957 
fiscal year were 39 million dollars, and for construction 
of Indian health facilities, $8,800,000. 
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DEATHS 


Elman, Robert * St. Louis; born in Boston Nov. 9, 1897; 
Johns Hopkins University School of Medicine, Balti- 
more, 1922; assistant in pathology at the Rockefeller 
Institute in New York City from 1923 to 1925; profes- 
sor of clinical surgery at the Washington University 
School of Medicine, where he was a member of the 
teaching staff since 1925; in 1939 received honorable 
mention from the American Medical Association for 
his exhibit illustrating acute pancreatic disease and in 
1950 received a silver medal from the Association for 
an exhibit on acute sodium potassium and calcium 
deficiencies in surgical patients; member of the Society 
of Experimental Biology and Medicine and in 1948 
president of the Missouri Section; past-president of 
the American Gastroenterological Association; mem- 
ber of the American Surgical Association, American 
Association for the Advancement of Science, Phi Beta 
Kappa, Alpha Omega Alpha, Harvey Society, and 
Sigma Xi; fellow of the American College of Surgeons; 
member of the committee on infected wounds and 
burns, committee on convalescence and rehabilitation, 
National Research Council from 1943 to 1945; mem- 
ber of the National Professional Advisory Council, 
Office of Vocational Rehabilitation Federal Security 
Administration (chairman, Missouri State Office of 
Vocational Rehabilitation Advisory Council); awarded 
the quinquennial Samuel D. Gross Award, Philadel- 
phia Academy of Surgery in 1945; member of the 
founders group of the American Board of Surgery; 
associate surgeon at the Barnes and St. Louis Chil- 
dren’s hospitals; director of the surgical service and 
chief of staff, Homer G. Phillips Hospital; served as a 
member of the editorial board of Gastroenterology 
and Archives of Surgery; author of “Surgical Care” and 
“Parenteral Alimentation in Surgery’; died Dec. 23, 
aged 59, of a heart attack. 


Morrison, Lewis Francis * San Francisco; born in San 
Francisco April 7, 1899; University of California 
School of Medicine, San Francisco, 1926; clinical pro- 
fessor of otorhinolaryngology and chairman of the de- 
partment at his alma mater; specialist certified by the 
American Board of Otolaryngology; president-elect of 
the American Laryngolozical, Rhinological and Oto- 
logical Society; past-president of the Pacific Coast 
Otological and Ophthalmological Society; member of 
the American Academy of Ophthalmology and Oto- 
laryngology, American Laryngological Association, 
American Otological Society, and the American Bron- 
cho-Esophagological Association; fellow of the Ameri- 
can College of Surgeons; consultant at the Veterans 
Administration Hospital and the Letterman Army 
Hospital; on the courtesy staff of the Mount Zion Hos- 
pital; on the staffs of the University of California, San 
Francisco, Franklin, and Children’s hospitals and the 
Laguna Honda Home; died in St. Luke’s Hospital Nov. 
10, aged 57, of acute myocardial infarction and coro- 
nary occlusion. 


® Indicates Member of the American Medical Association. 


McComas, Arthur Rochford ® Sturgeon, Mo.; born in 
Sturgeon Aug. 4, 1868; Beaumont Hospital Medical 
College, St. Louis, 1890; during the annual session in 
April, 1956, of the Missouri State Medical Association, 
of which he was past-president and for many years 
chairman of the council, became the first doctor of 
medicine to receive an award from the Alumni Associ- 
ation of the University of Missouri; the citation was 
presented “as an indication of the association’s pride 
in an alumnus who exemplified the ideals and leader- 
ship so necessary in the preservation of American 
Society ; fellow of the American College of Surgeons; 
delegate to the American Medical Association in 
1917-1918, from 1919 to 1928 and from 1930 to 1948; 
veteran of World War I; on the courtesy staff of the 
Audrain Hospital in Mexico; vice-chairman of the staff 
and visiting surgeon of the Boone County Hospital in 
Columbia, where he died Nov. 13, aged 88, of acute 
cholangitis, chronic cholecystitis, and arteriosclerosis. 


Johnson, Julius A. * Bottineau, N. D.; born in Black 
River Falls, Wis., Nov. 3, 1876; College of Physicians 
and Surgeons in Chicago, School of Medicine of the 
University of Illinois, 1903; mayor of Bottineau from 
1938 to 1954; served as trustee and president of the 
League of North Dakota Municipalities; during World 
War 1 served on the draft board; local medical exam- 
iner for inductees during World War II and until the 
time of his death was a member of the State Selective 
Service Appeal Board; member of the American Asso- 
ciation of Railway Surgeons; for many years a member 
and for a time president of the school board; chief 
surgeon for the Bottineau area for the Great Northern 
Railway for over 35 years; at one time president of the 
Bottineau National Bank; died in Rochester, Minn., 
Noy. 10, aged 80. 


Siewers, Albert Bernard * Syracuse, N. Y.; born in 
Richmond, Va., June 10, 1893; Medical College of Vir- 
ginia, Richmond, 1918; clinical associate professor of 
medicine at the State University of New York College 
of Medicine; specialist certified by the American 
Board of Psychiatry and Neurology; fellow of the 
American College of Physicians; member of the Amer- 
ican Psychiatric Association; psychiatrist for the city 
board of education; on the staffs of the Syracuse Psy- 
chopathic, Syracuse Memorial, and St. Joseph’s hos- 
pitais; director of the Red Cross Clinic for Veterans; 
died Nov. 14, aged 63, of bronchopneumonia and 
fracture of the right femur. 


Stealy, Clair Lazarus * San Diego, Calif.; University 
of Michigan Medical School, Ann Arbor, 1916; special- 
ist certified by the American Board of Internal Medi- 
cine; fellow of the American College of Physicians 
and the Endocrine Society; past-president of the San 
Diego County Medical Society; veteran of World War 
I; chief of the department of internal medicine at the 
Rees-Stealy Clinic; consultant in internal medicine at 
the San Diego County General Hospital; on the staff 
of Mercy Hospital, where he died Nov. 14, aged 66. 


> 
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Cefalu, Victor ® Los Angeles; Medical Department of 
Tulane University of Louisiana, New Orleans, 1919; at 
one time assistant clinical professor of forensic medi- 
cine at the University of Southern California School 
of Medicine; specialist certified by the American Board 
of Pathology; founding fellow of the College of Ameri- 
can Pathologists; member of the American Society of 
Clinical Pathologists; chief deputy coroner of Los 
Angeles County; died Nov. 7, aged 60, of melanocar- 
cinoma, 


Long, Samuel Herman ® Chattanooga, Tenn.; Uni- 
versity of Maryland School of Medicine, Baltimore, 
1909; specialist certified by the American Board of 
Otolaryngology; fellow of the American Academy of 
Ophthalmology and Otolaryngology; past-president 
of the Chattanooga and Hamilton County Medical 
Society; veteran of World War I; on the staffs of the 
Baroness Erlanger Hospital and T. C. Thompson 
Children’s Hospital; died Nov. 10, aged 71, of an 
asthmatic attack. 


Snoddy, Cary Alexander, Vallejo, Calif.; Vanderbilt 
University School of Medicine, Nashville, Tenn., 1901; 
formerly on the faculty of his alma mater and Stanford 
University School of Medicine in San Francisco; an 
associate member of the American Medical Associa- 
tion; veteran of World War I; served as superinten- 
dent of the Knoxville (Tenn.) General Hospital; at one 
time a director of an American Red Cross unit in 
Russia; died Nov. 3, aged 79, of coronary insufficiency 
with occlusion. 


Allen, Edwin Marshall, Florence, $.C.; Medical Col- 
lege of the State of South Carolina, Charleston, 1905; 
died Nov. 11, aged 76. 


Boyd, Maxwell Delmore, Hana, Hawaii; College of 
Physicians and Surgeons, Boston, 1937; interned at 
St. Luke’s Hospital in Newburgh, N. Y.; served resi- 
- dencies at the Royal Victoria Hospital in Montreal, 
Canada, and the North Country Community Hospital 
in Glen Cove, N. Y.; veteran of World War II; mem- 
ber of the American Academy of General Practice; 
county physician; drowned while swimming at the 
beach Aug. 5, aged 52. 


Boyer, Ulysses Simpson * Davenport, Iowa; Kansas 
City (Mo.) Hahnemann Medical College, 1914; con- 
tract surgeon for the Rock Island Arsenal in Rock 
Island, Ill.; and during World War II was stationed 
at the Rock Island Arsenal Post Hospital; died in the 
Mercy Hospital Nov. 16, aged 72, of cerebral vascular 
thrombosis and Parkinson's disease. 


Bradley, Robert C., Phoenix, Ariz.; Beaumont Hospi- 
tal Medical College, St. Louis, 1898; formerly prac- 
ticed in Peoria, Ill.; veteran of the Spanish-American 
War and World War I; died in the Veterans Admin- 
istration Hospital Nov. 9, aged 83, of uremia. 


Branche, George Clayton ® Tuskegee, Ala.; Boston 
University School of Medicine, 1923; specialist certi- 
fied by the American Board of Psychiatry and Neurol- 
ogy; member of the American Psychiatric Association; 
veteran of World War II; on the staff of the Veterans 
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Administration Hospital, where he died Sept. 10, aged 
60, of rupture of aneurysm of the right common iliac 
artery, hypertension, and arteriosclerosis. 


Bransford, Samuel Gant, Vallejo, Calif.; California 
Medical College, San Francisco, 1897; Marion-Sims 
College of Medicine, St. Louis, 1901; for many years 
county physician; died Nov. 16, aged 87. 


Bruton, Tyrrel Stanton * Springfield, Mo.; Barnes 
Medical College, St. Louis, 1900; at one time staff 
member of the Missouri State Sanatorium at Mount 
Vernon; on the associate staff of St. John’s Hospital 
in Springfield; died Oct. 31, aged 88, of coronary 
thrombosis. 


Buckley, William Raymond, Wayne, Pa.; Medico- 
Chirurgical College of Philadelphia, 1913; died in the 
Hahnemann Hospital, Philadelphia, recently, aged 69, 
of cerebral vascular accident. 


Burt, John Fred, Junction, Texas; Fort Worth School 
of Medicine, Medical Department of Texas Christian 
University, 1911; died Aug. 10, aged 78. 


Butler, Homer Kirk, Cottage City, Md.; George Wash- 
ington University School of Medicine, Washington, 
D.C., 1925; also a graduate in pharmacy; died in 
Baltimore Nov. 10, aged 67. 
Byrd, Carl Hendrix, Harrodsburg, Ky.; University of 
Louisville (Ky.) School of Medicine, 1933; died Oct. 
29, aged 65, of a heart attack. 


Cannaday, Julius Eldred * Sedalia, Mo.; Vanderbilt 
University School of Medicine, Nashville, Tenn., 1901; 
died in the Bothwell Hospital Sept. 28, aged 81. 


Caldwell, Charles Lory ® Tulsa, Okla.; Washington 
University School of Medicine, St. Louis, 1928; certi- 
fied by the National Board of Medical Examiners; 
veteran of World War II; on the staffs of the St. John’s 
Hospital and the Hillcrest Medical Center, where he 
died Nov. 14, aged 54, of coronary thrombosis and 
arteriosclerosis. 


Cary, French Strother, Chicago; College of Physicians 
and Surgeons, Baltimore, 1906; served on the faculty of 
the University of Illinois College of Medicine; member 
of the American Urological Association and the Asso- 
ciation of Military Surgeons of the United States; fel- 
low of the American College of Surgeons; past-presi- 
dent of the Chicago Urological Society; veteran of the 
Spanish-American War and World War I; died Dec. 
11, aged 77, of acute coronary thrombosis. 


Chesebro, Edmund D. ® Greenville, R. I.; College of 
Physicians and Surgeons, medical department of Co- 
lumbia College, New York City, 1890; died Nov. 12, 
aged 93. 


Christensen, Newell A., Philadelphia; College of Phy- 
sicians and Surgeons, Baltimore, 1y14; an associate 
member of the American Medical Association; on the 
staffs of the Thomas M. Fitzgerald Mercy Hospital in 
Darby, Pa., and St. Vincent's Hospital; died Nov. 10, 
aged 69, of cancer of the stomach. 


Clarke, Joseph Julius, Orting, Wash.; University of 
Pennsylvania Department of Medicine, Philadelphia, 
1896; veteran of World War I; died Nov. 12, aged 87. 
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Cline, Jesse Andrews ® Oran, Mo.; Kentucky Uni- 
versity Medical Department, Louisville, 1904; died 
Oct. 29, aged 74, of endocarditis. 


Coleman, William Joseph ® Baltimore; University of 
Maryland School of Medicine, Baltimore, 1908; veteran 
of World War I; formerly superintendent of the Uni- 
versity Hospital and Maryland General Hospital, where 
he died Nov. 25, aged 75. 


Colglazier, Granville G. ® Leipsic, Ind.; Kentucky 
School of Medicine, Louisville, 1907; died Sept. 6, 
aged 77, of coronary occlusion and arteriosclerosis. 


Collier, Alfred, Chillicothe, Mo.; University of Louis- 
ville (Ky.) School of Medicine, 1910; member of the 
Missouri State Medical Association; served as county 
coroner, as member of the school board, and as phy- 
sician at the State Training School for Girls; died 
Nov. 9, aged 70. 


Collins, Bailey Reeves ® Wichita Falls, Texas; Uni- 
versity of Texas School of Medicine, Galveston, 1923; 
member of the American Academy of General Prac- 
tice; a veteran of World War I; on the boards of the 
Bethania Hospital and the Wichita General Hospital; 
died Nov. 5, aged 58, of myocardial infarction. 


Connor, Harold Leon, San Rafael, Calif.; Northwest- 
ern University Medical School, Chicago, 1946; spe- 
cialist certified by the American Board of Pediatrics; 
an officer in the Medical Corps, Army of the United 
States, from 1946 to 1948; on the staff of the Kaiser 
Foundation Hospital in Oakland; died Nov. 9, aged 38. 


Cornelius, Ira Woodson, Jr., Pittsburgh; Howard Uni- 
versity College of Medicine, Washington, D. C., 1931; 
died in Washington, D. C., Nov. 17, aged 53. 


Cramer, Lloyd L. ® Hot Springs, $.D.; John A. Creigh- 
ton Medical College, Omaha, 1911; veteran of World 
Wars I and II; died in the Veterans Administration 
Hospital Nov. 8, aged 70, of acute coronary insuffi- 
ciency. 


Currie, Samuel Addison, Wilson, Ark.; Meharry Med- 
ical College, Nashville, Tenn., 1912; died in Memphis, 
Tenn., Sept. 5, aged 73. 


Davis, Bessie Delano * Cambridge, Mass.; College of 
Physicians and Surgeons, Boston, 1893; Tufts College 
Medical School, Boston, 1895; died Oct. 18, aged 93. 


De Freece, Austin Byron * Bellevue, Wash.; North- 
western University Medical School, Chicago, 1924; 
veteran of World War I; past-president of the Seattle 
Academy of Surgery; on the staffs of the Maynard 
Hospital and the Doctors Hospital, Seattle, where he 
died Dec. 3, aged 65, of acute pancreatitis. 


Denson, Thomas Leland * Cameron, Texas; Univer- 
sity of Texas School of Medicine, Galveston, 1929; 
member of the American Academy of General Prac- 
tice; served as president and secretary of the Milam 
County Medical Society; died Oct. 13, aged 55, of 
coronary occlusion. 


Diamond, Nathan ® Freeport, N. Y.; University of 
Texas School of Medicine, Galveston, 1928; member 
of the American Academy of General Practice; vet- 
eran of World War II; served on the staffs of the 
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Brunswick General Hospital in Amityville, and the 
Doctors Hospital, where he died Oct. 28, aged 53, of 
leukemia. 


Dismond, H. Binga ® New York City; Rush Medical 
College, Chicago, 1921; veteran of World War I; on 
the staff of the Harlem Hospital, where he died Nov. 
21, aged 64. 


Dolan, Francis Patrick ® Lieutenant, U. S. Navy, re- 
tired, Montebello, Calif.; Marquette University School 
of Medicine, Milwaukee, 1914; commissioned in the 
U. S. Navy in 1917; retired July 19, 1919; served on 
the staff of the Wisconsin Anti-Tuberculosis Associa- 
tion; died Sept. 30, aged 65, of myocardial infarction. 


Dorsey, Michael Francis ® Chicago; Rush Medical 
College, Chicago, 1900; for many years practiced in 
Streator, Ill., where he was on the staff of St. Mary's 
Hospital; died Nov. 29, aged 84, of bronchopneumonia 
and cerebral thrombosis. 


Eckles, Dora Bower, West Lafayette, Ind.; College of 
Physicians and Surgeons, Keokuk, Iowa, 1898; died 
Aug. 28, aged 82, of hypostatic pneumonia. 


Edge, Harriet Lane Chamberlain, Pasadena, Calif.; 
Hahnemann Medical College of the Pacific, San Fran- 
cisco, 1900; died Oct. 29, aged 84, of arteriosclerosis. 


Edgerton, Harry Walton, Oswego, Ore.; Kansas City 
(Mo.) Medical College, 1904; veteran of World War I; 
died in Oregon City Nov. 17, aged 76, of malignant 
lymphoma. 


Enneis, William Howard * Knoxville, Tenn.; Univer- 
sity of Georgia Medical Department, Augusta, 1921; 
specialist certified by the American Board of Preven- 
tive Medicine; at one time city epidemiologist; past- 
president of the Tennessee Public Health Association; 
for many years city health officer; died in the Fort 
Sanders Presbyterian Hospital Noy. 8, aged 61, of 
lateral sclerosis. 


Felt, Walter Lawrence, Sr. * Salt Lake City; Co- 
lumbia University College of Physicians and Surgeons, 
New York City, 1918; on the staff of the Dr. W. H. 
Groves Latter-Day Saints Hospital; died Nov. 16, 
aged 62. 


Giannotti, Carl Charles ® West Haven, Conn.; Albany 
(N. Y.) Medical College, 1919; for many years school 
physician; on the staff of Hospital of St. Raphael in 
New Haven, where he died Nov. 6, aged 64, of cere- 
bral thrombosis. 


Gillander, Erwin Wade, Henniker, N. H.; McGill Uni- 
versity Faculty of Medicine, Montreal, Canada, 1927; 
member of the New Hampshire Medical Society; died 
Oct. 1, aged 58, of coronary thrombosis. 


Glauner, Frederick Earl, San Antonio, Texas; the 
Hahnemann Medical College and Hospital, Chicago, 
1908; died in Pittsburgh Oct. 25, aged 72, of coronary 
occlusion. 

Gould, Vincent Clarence ® Mayo, Md.; George Wash- 
ington University School of Medicine, Washington, 
D. C., 1929; served with the Canadian Army during 
World War I; died Nov. 7, aged 56, of heart disease. 


? 
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Graham, James Frank, Memphis, Tenn.; Columbia 
University College of Physicians and Surgeons, New 
York City, 1900; fellow of the American College of 
Surgeons; veteran of World War I; died Oct. 29, aged 
80, of Parkinson’s disease and arteriosclerosis. 


Greiss, William Henry, Philadelphia; University of 
Pennsylvania Department of Medicine, Philadelphia, 
1905; died Aug. 15, aged 74, of myocardial failure and 
arteriosclerosis. 

Guertin, Diomede, Waretown, N. J.; University of 
Montreal Faculty of Medicine, Montreal, 1925; spe- 
cialist certified by the American Board of Psychiatry 
and Neurology; veteran of World War II; served as 
clinical director and superintendent of the New Jersey 
State Village in Skillman and superintendent of the 
Indiana Village for Epileptics in New Castle; died 
Oct. 14, aged 56. 


Harding, George Forstner, Santa Monica, Calif.; Rush 
Medical College, Chicago, 1903; for many years 
served as secretary for the Utah State Board of Med- 
ical Examiners; formerly member and _ president of 
the city board of education; instrumental in establish- 
ing Santa Monica City College; died Oct. 29, aged 87, 
of bronchopneumonia and arteriosclerosis. 


Harris, James Linwood, Danville, Va.; Meharry Med- 
ical College, Nashville, Tenn., 1921; died Sept. 13, 


aged 60, of acute coronary occlusion. 


Hart, Adiel Erie, Carriers Mills, Ill.; St. Louis College 
of Physicians and Surgeons, 1903; retired pharmacist; 
died Oct. 5, aged 75. 


Hart, Mabel Marguerite Eckstedt, Dumont, Colo.; 
University of Oklahoma School of Medicine, Okla- 
homa City, 1928; for 12 years director of health for 
the Tulsa public school system; died in St. Mary's 
Hospital, Denver, Nov. 6, aged 54, of cerebral hemor- 
rhage. 


Hataway, Garrett Arthur * Longview, Texas; South- 
western Medical School of the University of Texas, 
Dallas, 1952; served an internship and residency at 
the Parkland Hospital in Dallas; died in the Veterans 
Administration Hospital, Dallas, Aug. 18, aged 34, of 
peritonitis, retroperitoneal abscess, and acute inter- 
stitial pancreatitis. 

‘Hauer, Adam Light © Lebanon, Pa.; Hahnemann Med- 
ical College and Hospital of Philadelphia, 1903; for 
many years on the surgical staff of the Good Samari- 
tan Hospital, where recently he was appointed consult- 
ant to the staff; died Sept. 22, aged 77, cf coronary 
occlusion. 


Hawkins, Lewis Monroe * Blackshear, Ga.; Atlanta 
College of Physicians and Surgeons, 1910; on the staff 
of the Pierce County Hospital, where he died Nov. 16, 
aged 72. 


Heaton, Jesse John, Tiffin, Ohio; Ohio Medical Uni- 
versity, Columbus, 1905; veteran of World War I; 
served as county health officer; died in the Grant Hos- 
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pital, Columbus, Nov. 9, aged 74, of perforated duo- 
denal ulcer, acute bilateral hydrothorax, and coronary 
arteriosclerosis. 


Henry, James ® Grand Rapids, Mich.; University of 
Michigan Department of Medicine and Surgery, Ann 
Arbor, 1900; died Nov. 7, aged 79, of arteriosclerosis. 


Hewitt, William Beall, Mansfield, La.; Medical De- 
partment of Tulane University of Louisiana, New 
Orleans, 1911; an associate member of the American 
Medical Association; for many years parish coroner; 
charter member and past-president of the Mansfield 
Rotary Club; died Nov. 1, aged 69. 


Hicks, Joseph Lewis * Arcadia, Ind.; Kentucky School 
of Medicine, Louisville, 1892; died Aug. 31, aged 89, 
of pulmonary embolism and carcinoma of the prostate. 


Hirsch, Charles Solomon, Philadelphia; Jefferson Med- 
ical College of Philadelphia, 1901; served on the staffs 
of the Jewish and Mount Sinai hospitals; died in the 
Hospital of the University of Pennsylvania Sept. 14, 
aged 77, of cancer of the lung. 


Hunter, John Edward, Lexington, Ky.; Western Re- 
serve University Medical Department, Cleveland, 
1889; charter member and _ past-president of the 
National Medical Association; served on the staffs of 
the Good Samaritan and St. Joseph hospitals; died in 
Dayton, Ohio, Nov. 14, aged 97, of uremia and arte- 
riosclerosis. 


Hyde, LeRoy Walter ® Washington, UD. C.; University 
of Virginia Department of Medicine, Charlottesville, 
1916; veteran of World War I; member of the consult- 
ing staff of Children’s Hospital and the emeritus staff 
of the Episcopal Eye, Ear and Throat Hospital; served 
as chief of the ophthalmology service at the Garfield 
Memorial Hospital, where he died Nov. 22, aged 66. 


Ito, Paul Kiuji ® Los Angeles; College of Medical 
Evangelists, Loma Linda and Los Angeles, 1922; past- 
president of the Japanese Medical Association; died 
in the White Memorial Hospital Oct. 15, aged 68, of 
adenocarcinoma of the bladder. 


Johnson, James Edward, Fort Smith, Ark.; University 
of Arkansas School of Medicine, Little Rock, 1914; 
member of the American Trudeau Society and the 
Arkansas Medical Society; served as medical director 
of the Sebastian County Health Unit; on the staffs of 
Sparks’ Memorial Hospital and St. Edward’s Mercy 
Hospital, where he died Nov. 13, aged 66, of pulmo- 
nary emphysema. 

Johnson, William, Lancaster, Ky.; Louisville (Ky.) 
National Medical College, 1902; served as county phy- 
sician; died in the Ephraim McDowell Memorial Hos- 
pital in Danville, Nov. 6, aged 82, of infarction of the 
myocardium and coronary thrombosis. 


Kaylor, Frank Blair ® Bellefontaine, Ohio; Medical 
College of Ohio, Cincinnati, 1901; on the staff of the 
Mary Rutan Hospital; died Sept. 29, aged 88, of myo- 
cardial failure. 
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Kelly, Clinton Wayne, Louisville, Ky.; University of 
Louisville School of Medicine, 1909; veteran of World 
War I; on the staffs of St. Anthony, SS. Mary and 
Elizabeth, and Children’s hospitals and St. Joseph 
and the Norton Memorial infirmies; died Nov. 15, 
aged 70. 


Kenney, Verna E., Joplin, Mo.; Kansas City (Mo.) 
College of Medicine and Surgery, 1921; formerly 
city commissioner of health; served on the city coun- 
cil; on the staffs of the Freeman Hospital and St. 
John’s Hospital, where he died Nov. 4, aged 62, of 
azotemia. 


Kettelhut, Edward John ® Milwaukee; Milwaukee 
Medical College, 1907; member of the American 
Academy of General Practice; on the staff of the 
Evangelical Deaconess Hospital; died Nov. 13, aged 
70, of coronary occlusion. 


Keune, Harry August, New York City; Columbia Uni- 
versity College of Physicians and Surgeons, New York 
City, 1905; on the staff of the Knickerbocker Hospital; 
died Nov. 9, aged 73, of heart disease. 


Kimbro, Charles H., Tillar, Ark.; Gate City Medical 
College, Dallas, Texas, 1907; member of the Arkansas 
Medical Society; died Sept. 2, aged 80, of cancer. 


Leaphart, Edward Christian, Milledgeville, Ga.; Uni- 
versity of Georgia School of Medicine, Augusta, 1942; 
interned at the Crawford W. Long Memorial Hospital 
in Atlanta; director of the tuberculosis department of 
the Milledgeville State Hospital; veteran of World 
War II; died Nov. 3, aged 44. 


Lehmann, Adolph Gustav, Oak Park, Mich.; Michigan 
College of Medicine and Surgery, Detroit, 1905; died 
Sept. 15, aged 82, of cerebral thrombosis and arterio- 
sclerosis. 


Leopardi, Enrico Alfredo, Old Forge, Pa.; Regia Uni- 
versita di Napoli Facolta di Medicina e Chirurgia, 
Italy, 1910; an associate member .of the American 
Medical Association; director of the school board; on 
the staffs of the Taylor Hospital in Taylor, the Hahne- 
mann Hospital in Scranton, and Scranton State Hos- 
pital in Scranton, where he died Nov. 7, aged 73, of 
carcinoma of the pancreas. 


Lipset, Louis Jacob, New York City; University and 
Bellevue Hospital Medical College, New York City, 
1902; died in the Knickerbocker Hospital Oct. 1, aged 
81, of cerebral hemorrhage. 


Lorton, Samuel Clifford * Shumway, III.; Barnes Med- 
ical College, St. Louis, 1906; veteran of World War I, 
on the staff of St. Anthony's Memorial Hospital; died 
Nov. 12, aged 77, of a heart attack. 


McShea, James Joseph ® Norristown, Pa.; University 
of Pittsburgh School of Medicine, 1928; member of 
the American Academy of General Practice; veteran 
of World War II; chief of staff of the Sacred Heart 
Hospital and on the staff of the Montgomery Hospital, 
where he died Nov. 7, aged 53, of aortic aneurysm. 
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Martin, Nathan Barnert ® New York City; Columbia 
University College of Physicians and Surgeons, New 
York City, 1905; on the staff of the New York Poly- 
clinic Hospital; died Nov. 8, aged 74, of coronary 
arteriosclerosis with occlusion. 

Michaels, Lemuel Percy, Richmond, Va.; Medical 
College of Virginia, Richmond, 1893; died in the 
Medical College of Virginia Hospital Sept. 27, aged 
87, of congestive heart failure and arteriosclerotic 
heart disease. 

Newman, Jeremiah Milton, Richmond, Va.; Leonard 
Medical School, Raleigh, N. C., 1905; died Sept. 26, 
aged 77, of coronary thrombosis. 


Peluso, Pasquale, New York City; Regia Universita di 
Napoli Facolta di Medicina e Chirurgia, Italy, 1909; 
an associate member of the American Medical Asso- 
ciation; died Oct. 14, aged 74, of coronary occlusion. 
Phillips, Pitney, Robbins, Tenn.; Lincoln Memorial 
University Medical Department, Knoxville, 1913; died 
in the Scott County Hospital, Oneida, Sept. 27, aged 80. 
Posinka, Benjamin, New York City; University and 
Bellevue Hospital Medical College, New York City, 
1915; an associate member of the American Medical 
Association; died Nov. 1, aged 65, of cerebral hemor- 
rhage. 


Rayburn, Clute Edward, Lovelady, Texas; University 
of Texas School of Medicine, Galveston, 1908; died in 
the Veterans Administration Hospital, Marlin, Sept. 9, 
aged 73. 


Reed, George D., Topeka, Kan.; Kansas Medical Col- 
lege, Medical Department of Washburn College, To- 
peka, 1899; died Nov. 19, aged 86, of arteriosclerosis 
and pleural effusion. 


Rogers, Franklin Norwood ® Manchester, N. H.; Tufts 
College Medical School, Boston, 1905; specialist certi- 
fied by the American Board of Pediatrics; member of 
the American Academy of Pediatrics; on the staff of 
the Elliot Hospital; died in the Peter Bent Brigham 
Hospital, Boston, Nov. 17, aged 75, of aneurysm of 
the aorta. 


Thomas, Alfred Eugene, Detroit; Meharry Medical 
College, Nashville, Tenn., 1903; served as president 
of the Meharry Alumni Association and as vice-presi- 
dent of the National Medical Association; died Nov. 
5, aged 78, of coronary thrombosis. 


Vincent, Ira Houston, Dover, Okla.; Hospital College 
of Medicine, Louisville, Ky., 1904; died Nov. 9, 
aged 79. 


Wittson, Albert Jackson, New York City; University of 
Virginia Department of Medicine, Charlottesville, 
1893; died Oct. 4, aged 84, of carcinoma of the colon. 


Wright, Eugene Pierson ® North Miami Beach, Fla.; 
Jenner Medical College, Chicago, 1909; formerly 
practiced in Chicago, where he was on the staff of the 
Norwegian American Hospital; member of the Illinois 
State Medical Society; veteran of World War I; died 
Dec. 3, aged 77. 


> 


J.A.M.A., February 9, 1957 


FOREIGN LETTERS 


AUSTRIA 


Pulmonary Abscesses.—At the meeting of the Vienna 
Medical Society on Nov. 30, E. Wodak reported on the 
endobronchial treatment of pulmonary abscess. A 49- 
year-old man was admitted on April 9 for endo- 
bronchial treatment with antibiotics; he had had a 
progressive pneumonia complicated by a pulmonary 
abscess about the size of a child’s head. The abscess 
was evacuated by a Metras catheter introduced 
through a bronchoscope, and the cavity was. filled 
with 100,000 units of penicillin. The patient was rais- 
ing 300 cc. of sputum daily, but after nine such treat- 
ments within two weeks this discharge cleared up. 
By April 24, the abscess could no longer be seen on 
the roentgenogram. The so-called endobronchial in- 
tubation was well tolerated by the patient. Bronchiec- 
tasis, chronic pneumonia, tuberculous cavities, and 
bronchotuberculosis may also be treated successfully 
by this method. Although a systematic endobronchial 
treatment with antibiotics sometimes fails, an attempt 
at endobronchial therapy should be made in patients 
with these conditions. 


BRAZIL 


Tuberculous Meningitis—The spinal fluid in 16 pa- 
tients with tuberculous meningitis who were being 
treated with streptomycin was studied by Dr. Joao 
Batista dos Reis and co-workers (Seara Médica, vol. 9, 
July, 1956). Spinal punctures were done monthly. 
None of the patients developed any serious neurologi- 
cal or psychiatric complications. The authors found 
that only the normalization of the spinal fluid is a safe 
criterion for discontinuance of treatment. The appear- 
ance and color of the spinal fluid tended to become 
normal after a few months. Fibrinous pellicles were 
present in the spinal fluid of all patients in the first 
month, but they gradually decreased after the 6th 
month and were absent by the 13th month. The cell 
count gradually decreased. Most of the cells present 
during treatment were lymphocytes. Polymorphonu- 
clear leukocytes, which were present in a small number 
at the onset, gradually decreased and were generally 
absent by the fourth month. Plasma cells and eosino- 
phils were not frequently found and were present only 
during the first month of treatment. The total protein 
content showed an initial increase that persisted until 
the 3rd month, when it gradually decreased, reaching 
normal values in the 10th month. The colloidal gold 
curve showed wide variations for several months but 
gradually returned to normal. The sugar content was 
very low for several months but gradually reached 
normal values by the sixth month. The chloride con- 
tent, which was initially low, reached normal values 
usually by the second month. 


The items in these letters are contributed by regular corre- 
spondents in the various foreign countries. 


Hepatosplenic Schistosomiasis.—In Revista de la Aso- 
ciacion médica argentina for September, 1956, Profes- 
sor Bogliolo describes the postmortem portoradiogram 
in hepatosplenic schistosomiasis. A portoradiogram and 
a plastic model of the portal tree were obtained in 
every case. The radiologic picture could be exactly 
superimposed on the model, and the latter was identi- 
cal with those obtained from 24 other patients with 
this disease. The controls included 35 patients with 
hepatic cirrhosis on whom a postmortem portoradio- 
gram was obtained. In some of them an acetate of 
vinvl] model of the portal tree was made, while in 
others colored gelatin was injected into the portal tree, 
the hepatic artery, and, in some, the suprahepatic 
system. There were three patients with posthepatic cir- 
rhosis on whom a postmortem portoradiogram and a 
model of the portal tree were made, three patients 
with malignant blastoma of the liver in whom a post- 
mortem portoradiogram was made, and two patients 
with chronic hepatic congestion with slight fibrosis on 
whom a postmortem portoradiogram and a model of 
the portal tree were obtained. In all these cases, be- 
sides the radiogram and the model, macroexamination 
and microexamination were performed. 

Analysis showed that the portoradiogram of patients 
with hepatosplenic schistosomiasis differed from that 
of the controls and that it is exactly superimposable 
on the images obtained by means of plastic models 
of the portal tree. The postmortem portoradiogram 
showed the following characteristics: 1. The existence 
of a newly formed vascular network involving the di- 
chotomous branches. This network accompanies the 
branches systematically all along the portal tree, but 
it is not found in other hepatopathies. 2. Conservation 
of the normal and general architecture of the portal 
tree, without lacunas or systematic amputations and 
with absence of subversions of the portal tree. 3. Mono- 
podic and dichotomous branches, with a normal course 
having no distortions, deviations, and twistings. The 
association of the three preceding elements, especially 
the presence of the first, is characteristic of hepato- 
splenic schistosomiasis. Systematized vascular peri- 
portal new formations may be observed in the porto- 
radiogram intra vitam, especially when it is due to the 
slowing of the intrahepatic portal circulation. 


Injuries of the Spleen.—An analytic study of 59 cases of 
splenic trauma was presented by Dr. J. P. do Amaral 
before the Medical School of the State of Rio de 
Janeiro. Splenic trauma was not rare in civil practice, 
where the most frequent causes were physical violence, 
falls, and road accidents. Cataclysmic hemorrhage was 
the most usual clinical manifestation. These lesions 
are characterized by a history of trauma, abdominal 
pain, guarding attitude, limitation of respiratory ex- 
cursions, dulness in the flank, Kehr’s sign, peritoneal 
reaction, discoloration of the skin, thirst, perspiration, 
rapid pulse, and arterial hypotension. The author be- 
lieves that severe anemia and shock are not contra- 
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indications to operation and that operation should not 
be delayed when they are present. On the contrary, 
they demand prompt action, both to remove the spleen 
and to relieve the shock. The case fatality rate in the 
author's series was 17.4%. 


CANADA 


Corporations in the Practice of Medicine.—For various 
reasons, including the wish to secure perpetuity, 
groups of physicians have in various places incor- 
porated themselves as clinics. A case tried before the 
Supreme Court of Ontario concerned a clinic whose 
purpose was stated to be the provision of facilities for 
physicians to practice medicine and surgery. Services 
supplied included such things as physiotherapy, lab- 
oratory and x-ray diagnostic procedures, and other 
adjuncts to diagnosis and treatment. The plaintiff was 
the clinic and the defendant was a surgeon who came 
into the service of the clinic, practiced there for two 
years, and then left to practice independently in the 
same city. In his original agreement with the clinic, 
there was a clause forbidding him to carry on the 
business of physician and surgeon within 20 miles of 
the clinic site. Suit was brought against him to enforce 
this restriction. Of the defenses raised on behalf of 
the defendant, the judge found it necessary to deal 
with only two: that the covenant was in restraint of 
trade and illegal and that the plaintiff company was 
unlawfully practicing medicine contrary to the med- 
ical act. The judge found for the defendant. He 
pointed out certain anomalies in the original contract: 
Although the clinic was stated to be for the purpose 
of supplying certain facilities to physicians, there was 
actually a master and servant relationship in that all 
fees earned were turned over to the clinic and a fixed 
salary given back to the physicians, while conditions 
of their practice (hours of duty, etc.) were regulated. 
The judge concluded that the plaintiff's business 
was to supply office space and equipment, and the de- 
fendant’s business was to practice medicine and sur- 
gery. Since a covenantee was not entitled to restrain a 
covenantor carrying on business other than that which 
the covenantee carries on, it did not appear that the 
restriction imposed was legally justifiable. The judge 
then considered the problem from another aspect. He 
stated that all the evidence he had heard led him to 
think that the plaintiff was in point of fact actually 
practicing medicine. This he held to be opposed to 
the purpose and policy of the medical act. The judge 
made some unfavorable remarks on the tendency for 
the practice of medicine by corporations. He said that 
the shareholders of the company are in the final 
analysis the controllers of it; although in the first in- 
stance the shareholders in a clinic may be all phy- 
sicians, in the normai course of events lay persons may 
become shareholders and they are not imbued with 
the ideals of the medical profession in rendering serv- 
ice to the sick and injured first. They may be interested 
solely in profits and can make this interest felt and 
effective in the operation of the company. The judge 
said that, “Where an unqualified person or entity, 
whose motives are solely with that of gain, becomes a 
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party to the relationship between doctor and patient 
as master of the doctor, and whether openly or by 
stealth, the welfare of the patient is subject to a com- 
peting interest which is not necessarily consistent with 
it and may be opposed to it,” it is unlawful medical 
practice contrary to the medical act. This decision may 
be appealed. 


Columbus Plan in Hospitals.—Three medical practi- 
tioners in London, Ontario, brought suit in the Su- 
preme Court of Ontario against the Board of Trustees 
of the Victoria Hospital and the remainder of the 
medical staff, seeking to show that the bylaws of the 
medical staff, in particular as they referred to the 
Columbus Plan, were of no force. Points objected to 
were the prohibition by the hospital of any form of 
fee-splitting and the provision that the account books 
of any staff member should be open for inspection at 
any time to an auditor appointed by the board of 
trustees. It is not suggested that the physicians who 
brought suit were motivated by anything else than a 
feeling that the hospital had no authority to examine 
their books. The judge dealt with the powers of a 
hospital to regulate the practice of the medical staff 
by bylaws and other regulations and upheld the insti- 
tution’s right to do so. He pointed out that there was 
an additional complication in that the hospital in 
question was a training hospital for medical students 
and its approval by the Royal College of Physicians 
and Surgeons of Canada would have been withheld 
if it had approved the practice of fee-splitting. The 
judge was satisfied that the Columbus Plan bylaw is 
valid and binding on the members of the medical staft 
of Victoria Hospital. He pointed out that the medical 
practitioner, like the lawyer, is bound to see to it that 
in no circumstances is his professional duty in conflict 
with his personal interests. He said: “When a patient 
consults his physician, he is entitled in equity to as- 
sume that this adviser has no pecuniary interest in the 
surgical operation he advises, or in the choice of the 
surgeon, or in the amount of the proposed surgeon’s 
fees. If the medical adviser has a pecuniary interest— 
and a fee-splitting arrangement is such an interest—he 
must disclose it or fail in the discharge of his duty to 
his patient, and by failing in that way, he acts illegally 
in my opinion. His conduct does not amount to a crime 
under the provisions of the Criminal Code of Canada, 
it is true, but it is illegal none the less.” 


LK 


Laryngot —It is the impression at the 
Hospital for Sick Children, Toronto, that the inci- 
dence of acute laryngotracheobronchitis in children 
is increasing (Canad. M. A. J. 75:638, 1956). Although 
recent advances in treatment, particularly the use 
of antibiotics and cool moist air, have improved 
the outlook in this disease, causative factors are 
not yet clear. A careful study of 70 patients was made. 
The patients selected had either a severe attack 
and required a tracheotomy to relieve respiratory ob- 
struction or a moderately severe attack in which 
tracheotomy was considered but proved ultimately 
unnecessary. Bacteriological studies were made on 
nasopharyngeal secretions, bronchoscopic suction ma- 
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terial, and blood. Nasopharyngeal and bronchoscopic 
suction material was cultured for 18 hours in Levin- 
thal broth and serum broth, subcultured onto blood 
agar, and examined. A special medium was used for 
blood culture, including brain-heart infusion broth. 
Virus studies were made, including culture in asso- 
ciation with human embryo lung fibroblasts and 
monkey-kidney cells. Micrococcus pyogenes was the 
most common pathogen isolated from the naso- 
pharynx and bronchial secretions. Diplococcus pneu- 
moniae was the next most common. The incidence of 
finding of pathogens in bronchoscopic suction ma- 
terial was higher in the less severe cases. In virus 
studies, two agents were successfully propagated in 
monkey-kidney cells and three other agents caused a 
similar type of destruction of the cells. More recently, 
cytopathogenic agents have been isolated from 10 of 
15 patients at this hospital, by the use of HeLa and 
human amnionic cells. It would seem that viruses may 
be isolated from the tracheal secretions in these cases 
and that there is no constant pattern of organisms in 
this condition. 


Home-Care Program for Respirator Patients.—Des- 
marais and co-workers (Canad. M. A. J]. 75:654, 1956) 
state that an increasing number of patients now re- 
quire permanent respirator care. As a result of polio- 
myelitis epidemics in 1952 and 1953, a total of 228 
patients required respirator care in the Winnipeg 
Municipal Hospital. Of these, 44 are long-term respi- 
rator patients, and many others have achieved only a 
tenuous freedom from their respirators and are po- 
tential candidates for the apparatus if they develop 
upper respiratory tract infections. A number of these 
patients have been discharged or are being discharged 
to their homes with some form of respirator. Before a 
patient can be considered for discharge, he should be 
able to survive outside of his respirator for at least 
several hours a day. Another factor in the choice is the 
time required to transport the patient back to the 
respirator center in an emergency. Complications such 
as renal calculi, frozen chest, and secondary polycy- 
themia must be looked for and treated before dis- 
charge. Close liaison between the respirator center 
and the family physician is essential. After the pa- 
tient’s discharge, the success of the experiment must 
be judged by critical review over several months, car- 
ried out by regular home visits by a social worker or 
public health nurse and also by periodic medical re- 
view. Physical facilities in the home must be suitable 
for the equipment. Outlying districts should have a 
portable type of respirator operated with batteries and 
a tank respirator available. In Manitoba the province 
retains ownership of equipment that is on loan to the 
patient and can be called in for servicing. 

The whole program is directed by conferences of a 
home-care committee in which not only government 
but voluntary agencies are represented. Patients are 
usually proposed by the hospital physician. A pre- 
liminary report on medical and social aspects of the 
case is submitted, and the various requirements before 
discharge are listed. Necessary arrangements, such as 
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alterations of the home, electrical survey, purchase of 
equipment, and provision of an attendant, are all 
made before discharge. A final discharge conference 
is held with the patient, the relatives, the attendant, 
the family physician, and other interested persons. 
With an adequate follow-up service, the risks in- 
volved in a home-care program are more than com- 
pensated for by the benefits to the patients. 


FRANCE 


Cutaneous Lesions in Leukemia.—R. Degos and co- 
workers (Presse méd. 64:1835, 1956) state that cu- 
taneous lesions in leukemia are more frequent than 
appears from statistics, because they are chiefly ob- 
served by dermatologists. Most of these lesions, how- 
ever, are suggestive of a diagnosis of hematoderma, 
such as erythroderma, infiltrations, and tumors, but 
some are more common, such as pruritus, eruptive 
erythemas, papules, and vesicles. The dermatological 
aspect is not always consistent with the histological 
aspect. The infiltrated and tumorous lesions, as well 
as most of the erythrodermal forms, correspond to a 
leukemic infiltrate in the derma, but the other cuta- 
neous manifestations may show no specific structure. 
On the other hand, such apparently trivial changes 
may be present in lesions that prove histologically to 
be leukemic. A comparison of cells from histological 
sections with cells from hemograms, myelograms, and 
adenograms does not afford conclusive information. 
More precision is given by skin biopsies, but it is 
difficult to differentiate a proliferation of malignant 
cells from a simple inflammatory reaction. An associa- 
tion of obviously malignant cells with histiomonocytes 
may be observed in the skin, blood, lymph nodes, or 
bone marrow. A concurrent malignant proliferation of 
two types of cells is hard to identify. Thus it is im- 
possible to ascribe a proper dermatological aspect to 
a certain type of leukemia. No accurate classification 
can be established. One can only say that certain 
cutaneous forms are more frequently encountered in 
the course of acute lymphocytic or monocytic leukemia. 


Peptic Ulcer.—Dubarry and Pisot (Presse méd. 64: 
1857, 1956) report that, whereas it has been generally 
admitted that peptic ulcer may be a hereditary disease 
in some patients, they have statistical proof that this 
condition is always hereditary. It shows recessive char- 
acteristics and it involves two pairs of genes, of which 
one is connected to the sex chromosome. This explains 
the 4:1 predominance in men, The disease becomes 
manifest when the hereditary factors are reintorced 
by environmental factors. 

A. Guichard and co-workers (Presse méd. 64:1618, 
1956) state that in 12% of their patients with peptic 
ulcers there was an accompanying hypoglycemia ( para- 
ulcerous hypoglycemia), the symptoms of which are 
similar to those of the hypoglycemia following gas- 
trectomy (postulcerous hypoglycemia). The authors 
show that an autonomous hypoglycemia may precede 
by many years the occurrence of a gastric ulcer (pre- 
ulcerous hypes!yceniia ). Hypoglycemia, as observed 
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more or less tardily after gastrectomy, might be but 
a previous para-ulcerous manifestation that is detected 
at the time of gastric resection. To this “postgastrec- 
tomy revealed pathology” may also belong the tuber- 
culosis of persons who have undergone gastrectomy 
and certain rare cases of so-called vascular ulcer of 
the stomach (ulcerigenous gastric angiosclerosis ). Six 
such cases are reported by the authors, who point out 
that the real nature of such ulcers is only revealed 
after gastric resection on the occasion of throm- 
boses or unexplained visceral vascular complications, 
such as certain postgastrectomy carcinomatoses, 


Ulcerous hypoglycemia is related to endocrine vagot- 
omy with hyperinsulinism or dysinsulinism. As in the 
case of polycythemia and vagotonic ulcer, the hypo- 
glycemic ulcer indicates an ulcer-producing gastritis, 
which suggests that Cruveilhier’s ulcer should be con- 
sidered as due to endocrine hypertfunction or adapta- 
tion. Gastrectomy acts by removing the ulcer and the 
hyperacidity and by reducing the area of the stomach, 
which is a condition of ulcer-producing hyperfunction. 
Hypoglycemia constitutes, therefore, the chief predis- 
posing factor of the ulcer-producing gastric autophagia, 
accounting for the mutual relationship of the hypo- 
glycemia of starvation, prisoners’ ulcers, hunger dis- 
ease, and gastric autodigestion due to relative en- 
dogenous inanition, Finally, hypoglycemic ulcer might 
be a segmental, metameric, regional disease of the 
stomach, pancreas, and vagoinsular complex. Being 
more than a peculiar clinical form of Cruveilhier’s dis- 
ease, gastroduodenal hypoglycemic ulcer represents a 
pathogenic figure of an affection the concept of which 
might be extended to all gastroduodenal ulcers. 


Inhibition of Hypersecretion of Corticosteroids.—L. de 
Gennes and co-workers (Presse méd. 64:1855, 1956 ) 
report a case of metabolic hypercorticalism due to a 
nontumorous adrenal hyperplasia (Cushing's syn- 
drome ). Inhibition of the hypersecretion of corticoste- 
roids with 2 to 6 mg. of 9-a-fluoro-\,-dehydrocortisol 
was tried. It was highly successful from the biological 
point of view. On the sixth day the hydrocortisone ex- 
cretion changed from 15.1 to 1.6 mg. per day and the 
17-ketosteroid excretion from 18.9 to 4.3 mg. On the 
third day after the discontinuance of the drug the ste- 
roid excretion returned to its previous level. For the 
first time a new compound, 9-a-fluoro-3,-dehydrocor- 
tisol, with an anti-inflammatory activity at least 50 
times as high as that of cortisone, in relatively low and 
harmless doses, has afforded an immediate and mark- 
edly inhibiting action on the corticoids. This com- 
pound makes it possible to tell whether hypercortical- 
ism is of tumorous or nontumorous origin. In large 
doses it may be therapeutically more effective than any 
synthetic corticoid. 


Chlorpromazine for Pulmonary Edema.—R. Lacassie 
(Presse méd. 64:1837, 1956) says that chlorpromazine 
should be considered a major remedy for acute pul- 
monary edema with arterial hypertension. It is effica- 
cious in the recurrent forms of the disease when mor- 
phine and venipuncture can no longer be used. In 
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such forms its curative value is much higher than that 
of morphine and venipuncture. In contrast to these 
measures, chlorpromazine seems to prevent relapse 
and is the remedy of choice when relapse occurs. It 
should not be given by perfusion but should be given 
intravenously in 10% solution under controlled pres- 
sure. When given intramuscularly chlorpromazine pre- 
vents pulmonary edema in patients with cardiac and 
respiratory disorders as effectively as do ouabaine and 
the mercurial diuretics. 


Sciatica.—Sicard and Leca ( Presse méd. 64:1635, 1956 ) 
analyzed a series of over 1,000 operations for sciatica 
and concluded that in operations for sciatica one must 
be able to adapt to each case a deliberate technique— 
occasionally a combination of various techniques. Re- 
moval of a discal protrusion, when thoroughly effected, 
affords the best result. Rhizotomy is beneficial when 
clearly indicated, but it must be performed with great 
skill. Complementary grafting is often unsuccessful 
and rarely indicated, but it is likely that without such 
grafting intense pains will persist. It is difficult to com- 
pare the results of medical treatment with those of 
surgical treatment, because physicians and surgeons 
do not see the same patients. The two methods are not 
in opposition but may complement each other, Surg- 
ery has a definite place in the treatment of sciatica. 


Hemagglutination of “Tanned” Erythrocytes.—Hoenig 
and Hoenigova (Presse méd. 64:1639, 1956) state that 
they have used Boyden’s method for demonstrating the 
presence of specific protein antibodies in certain dis- 
eases. The method is based on the fact that, on erythro- 
cytes altered by means of a weak solution of tannic 
acid, an antigen that has been prepared with platelets, 
liver, or kidney material is fixed. As a result, there is 
agglutination of the red blood cells in the presence of 
specific antibodies existing in the serum of patients 
affected with thrombocytopenic purpura and diseases 
of the liver or kidneys. The authors conclude that in 
the serum of patients suffering from these diseases 
there is a labile factor causing agglutination of the 
tanned erythrocytes. Traces of this factor are present in 
normal serums. It persists for a long time in the serum 
of the patients in the course of the disease. It is con- 
tained in the globuiin fraction and is different from the 
complement and labile factors causing coagulation, It 
depends on quantitative modifications in the protein 
spectrum, 


Herpes Zoster.—P. Detrie ( Presse méd. 64:1621, 1956 ) 
states that in certain patients with herpes zoster before 
the eruption has broken out a surgical condition may 
be suspected. Useless operations may result from such 
misleading syndromes. The confusion is the result of 
the fact that the interval between the occurrence of 
the painful phenomena and the eruption may be sev- 
eral days or even weeks and that there are attributing 
visceral manifestations to a sympathetic localization. 
The author reports two illustrative cases: one patient 
with cholecystitis followed by a typical intercostal 
herpes zoster, the eruption breaking out four days after 
operation; the other patient with intestinal obstruction 
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accompanied by an intercostoabdominal eruption of 
herpes zoster. The visceral manifestations of this dis- 
ease should be better known. Beside the pseudovesicu- 
lar and pseudo-occlusive forms here described, there 
are appendicular, diarrheal, and renal forms. The last- 
mentioned simulates renal colic. Pathogenically the vis- 
ceral exacerbations of herpes zoster seem to be due to a 
sympathetic involvement coexistent with the radicu- 
litis. This consideration should lead to treatment with 
procaine infiltration into the sympathetic ganglional 
chain. 


Streptococcic Endocarditis.—R. Martin and co-workers 
(Presse méd. 64:1655, 1956) say that penicillin V given 
by mouth in dosages of 12 million units per day in- 
sures a serum concentration as effective against Strep- 
tococcus as is penicillin G. Penicillin V or a penicillin- 
streptomycin combination is therefore recommended in 
treating serious infections of streptococcic origin, par- 
ticularly endocarditis, The authors also advocate, as a 
safeguard against embolic accidents, the concurrent 
use of anticoagulants in the treatment of endocarditis. 


INDIA 


Tuberculous Gastrojejunal Ulcer.—Bhat and Abraham 
reported two cases of tuberculous gastrojejunal ulcer 
in the Indian Journal of Surgery (18:5 [Oct.] 1956). 
They were not able to find in the literature a proved 
case of this disease. Both of their patients complained 
of a recurrence of gastrointestinal symptoms following 
a previous gastrojejunostomy for peptic ulcer. A bar- 
ium meal revealed in both the presence of anastomotic 
ulcer. At operation a wide gastrectomy, including the 
original anastomosis, was performed. Microscopic ex- 
amination showed the presence of tubercle bacilli in 
the giant cells in both specimens. Except for evidence 
of healed tuberculous lesions in the chest, no evidence 
of tuberculosis was present in the other parts of the 
body. Since the symptoms of tuberculous ulcers of 
the stomach and duodenum are similar to those of the 
more common peptic ulcers, the tuberculous nature of 
the lesion must be suspected at least before perform- 
ing any operation in patients who have peptic ulcers 
and tuberculosis elsewhere in the body. The possibility 
of recurrence of the ulcer due to tuberculosis in the 
anastomotic region in all gastric operations on patients 
who have active pulmonary tuberculosis should also 
be borne in mind. 


Yeast Feeding Trial.—S. B. Lal (J. Indian M. A. 27:10 
[Nov. 16] 1956) states that repeated surveys on diets 
of persons and communities showed that the average 
daily intake of protein per person per day in India is 
only about 60 gm., of which animal proteins contribute 
only from 1 to 22% of the total intake. The nutritional 
advisory committee of Indian Council of Medical Re- 
search has reported a high incidence of protein mal- 
nutrition. Yeast is a rich source of protein, with high 
biological value. It also contains vitamins of the B 
complex. The author investigated the palatability and 
acceptability of yeast as a dietary supplement. A 
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group of 50 families in a village was selected for the 
feeding trial; the other families of the village served 
as controls. All these persons, before starting the trial, 
were examined clinically for nutritional defects. Their 
height in inches and weight in pounds were also re- 
corded. Similar measurements were taken at the close 
of the trial. The duration of the trial was 120 days. 
The maximum daily quantity of yeast that could be 
tolerated by an adult was 7 gm. and by a child 3.5 
gm. With the existing diet, a supplement of the yeast 
powder could produce, in 120 days, some improve- 
ments in those in the experimental group over those in 
the control group, but the most significant increase in 
both height and weight occurred in the children. It 
must, however, be stated that the experimental group 
of children was nutritionally better off than their 
counterparts in the control group at the start of the 
test period. 


Fellowships for Indian Professors.—Five special fellow- 
ships have been awarded to Indian professors by the 
World Health Organization for the study of preventive 
and social medicine at the Harvard School of Public 
Health. These fellowships form part of the government- 
WHO medical education program, in which the teach- 
ing of preventive and social medicine in undergraduate 
courses is to be upgraded. The awards were given on 
the basis of recommendations made by the govern- 
ment. After their training abroad, the selected fellows 
are expected to return to their own or other colleges 
as heads of the departments of preventive and social 
medicine. 


Medical Progress.—The results of a survey initiated 
more than 30 years ago on the use of medicinal plants 
in India have been published by the Council of Scien- 
tific and Industrial Research. Entitled “Glossary of 
Indian Medical Plants,” the publication describes 
more than 3,000 plants. The survey was conducted 
under the guidance of Col. R. N. Chopra, director of 
the Drug Research Laboratory. The government has 
approved the establishment of a medical college in 
Pondicherry by upgrading the present medical school 
to a full-fledged medical college. The new college will 
be bilingual, with both French and English used. 


Treatment of Herpes Zoster.—]. R. Srivastava gave 
vitamin B,, to 10 patients with herpes zoster (J. Indian 
M. A. 27:10, 1956). There was marked relief from 
pain, rapid disappearance of vesicles and crusts, and 
no postherpetic pain. The results on the whole were 
excellent. 


Angina Pectoris.—R. |. Vakil (/ndian Practitioner 9:11 
| Nov.] 1956) recommends a combination of drugs for 
patients with angina pectoris, acute coronary insuffi- 
ciency, and post-thrombotic angina. The main object 
of combined therapy is to attain the maximum benefit 
with the minimum of pain or inconvenience to the 
patient by exploiting the synergistic properties of dif- 
ferent remedial agents and by using smaller but ther- 
apeutically effective doses of the various agents, thus 
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minimizing or obviating toxic or unpleasant  side- 
effects. The author gave one or two capsules two to 
four times a day. Each capsule contained 10 mg. of 
khellin, 5 mg. of pentaerythrityl tetranitrate (or 10 mg. 
of mannitol hexanitrate), 100 mg. of theophylline 
cholinate (or aminophylline), 100 mg. of dioxvline 
phosphate, 150 mg. of 1-nicotinylamino-1, 2-diphenyle- 
thane (lyspamine), 125 mg. of Rauwolfia (or 2 mg. of 
the alseroxylon fraction or 0.1 mg. of reserpine), and 
50 mg. of extract of nardostachys jatamansi. One or 
more of the following drugs have been advantageously 
incorporated in the formula for svecial indications in 
suitable cases: 100 mg. of quinidine sulfate, 15 mg. of 
mephobarbital, 150 mg. of mephenesin, and 10 mg. of 
chlorpromazine. 


Pregnancy Tests.—Wahi and Navani (Journal of Ob- 
stetrics and Gynaecology of India, Sept., 1956) recom- 
mend the Aschheim-Zondek test as the most reliable 
single test for pregnancy because it is sensitive to even 
low levels of chorionic gonadotropins and gave no false 
results in their series. Tests introduced by Galli Mainini 
with use of male frogs and male toads proved equally 
reliable and have the advantages over the Aschheim- 
Zondek test that these animals are cheaper than mice, 
they can be used more than once, and the response is 
given within a few hours of injection. The slightly 
lower percentage of accuracy of these tests is a minor 
handicap, since in doubtful cases the test can be re- 
peated in mice. The chemical test of Richardson is 
recommended as a routine screening test for use by 
outpatient departments, as it is easy to conduct and 
requires only a few inexpensive chemicals. A positive 
result is conclusive, but, if the result is negative in a 
patient in whom clinical evidence suggests preg- 
nancy, a biological test should be performed. The 
cervical mucus smear test appears to be reliable, but 
it requires further trial before it can be accepted as 
an effective investigative procedure. 


Viral Hepatitis.—K. N. Gour (Indian Practitioner, Sept., 
1956) reports on a series of 24 patients with viral 
hepatitis; 13 were given tetracycline. The patients’ 
temperatures came down to normal rapidly and their 
appetites improved. The icteric index fell rapidly, 
and except in one patient it did not rise again. The 
duration of the illness was reduced. Patients treated 
with tetracycline recovered in two or three weeks; in 
those treated with lipotropic factors recovery took 
three to five weeks. In practically all patients there 
was an increase in icteric index and symptoms a few 
days after the treatment was started. In five untreated 
(control) patients recovery took three or four weeks 
and exacerbations were frequent. Methionine is of 
little value in the treatment of this disease. Corticotro- 
pin was found to be of no value. Tetracycline was more 
effective in the stage of viremia and before hepatic 
damage had occurred. It may have antiviral properties 
or it may benefit the patient by acting on the super- 
imposed bacterial infection in the upper gastro- 
intestinal tract. It seems to be more effective than 
sulfonamides or penicillin. 


FOREIGN LETTER> 483 


Prednisolone in Dermatology.—S. C. Desai (Indian 
Journal of Dermatology and Venereology, July-Sept., 
1956) stated that prednisolone was found to be effec- 
tive as an anti-inflammatory agent in most patients 
with moderately severe eczema. Initial doses of 15 to 
20 mg. per day were used, with a maintenance dose of 
5 to 10 mg. per day. The drug was inadequate in con- 
trolling severe pemphigus vulgaris, dermatomyositis. 
and erythrodermic generalized psoriasis in doses of 30 
to 60 mg. per day. In a larger dosage it might have been 
effective. The maximum total dose used was 2.86 gm. 
in a patient with atopic dermatitis. The drug was given 
to this patient over a period of eight months without 
any side-effects. It was found that 1 mg. of prednisolone 
is equivalent to 5 mg. of cortisone. The side-reactions 
noted were edema in one patient; severe fulminating 
infections ending in death in two; mild psychic excite- 
ment, loss of sleep, and weakness in two; and severe 
epigastric distress with tympanitis in one. Five pa- 
tients showed increase in weight. Attention was drawn 
to the possibility of severe infections developing in 
patients on prolonged steroid therapy, particularly in 
those with atopic disease. If infection occurs, the 
author recommends prompt additional administration 
of corticotropin in doses of 15 to 20 mg. per day to 
bring about adequate adrenocortical hyperplasia so 
that the additional stress is properly counteracted. 
The dose of prednisolone or cortisone may have to be 
fortified, depending on the severity of the infection. 
Selective antibiotic therapy should be instituted and 
the patient put to bed even for a minor rise in temper- 
ature. For patients in severely toxic condition, it may 
also be necessary to increase the usual doses of steroids 
3 to 10 times. 


Chloroquine for Malaria.—A. P. Ray and co-workers 
(J. Indian M. A. 27:9, 1956) treated 74 patients with 
maloria with a single dose of chloroquine phosphate. 
They gave 0.45 gm. to each of 49 patients with vivax 
maleria and 7 patients with falciparum malaria and 
0.6 gm. to each of 18 patients with falciparum malaria. 
Relief of clinical symptoms in vivax malaria was at- 
tained in 98% of the patients within 48 hours and in 
100% within 72 hours. Asexual parasite clearance was 
recorded in all cases within 48 hours. The therapeutic 
response to 0.45 gm. of chloroquine in patients with 
falciparum malaria was slower than that with 0.6 gm., 
as relief of symptoms within 48 hours was observed in 
only 57% under the former and 100% under the latter 
regimen. In the same period, asexual parasite clear- 
ance was observed in 71 and 88.8% of these patients 
respectively. 


Treatment of Uremia in Cholera by Gastric Lavage.— 
S. C. Lahiri and co-workers (J. Indian M. A. 27:10 
[Nov. 16] 1956) studied the nitrogen excretion in the 
stomach of average Indian subjects under various 
conditions and the possible application of their obser- 
vations in the treatment of uremia, especially in 
cholera. The stomach has an excretory function, as 
nitrogen is excreted in measurable quantities in the 
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gastric secretion. The persons investigated included 
healthy adults as well as patients suffering from severe 
symptomatic anemia, gastric disorders, and uremia. 
The excretion occurred in both the healthy and the 
diseased. Those with gastrointestinal disorders ex- 
creted more nitrogen than did those with normal 
stomachs. Those with achlorhydria showed the highest 
figures. Gastric lavage with hypertonic solutions in- 
creased the gastric excretion of nitrogen. Eleven per- 
sons developing uremia after cholera were treated by 
gastric lavage with a 10% solution of cane sugar in ad- 
dition to symptomatic supportive treatment. Of these, 
nine were cured and two died. Gastric lavage failed 
to benefit two patients with malignant hypertension. 


Cynomolgi Malaria.—Jaswant Singh and co-workers 
(Indian Journal of Malariology, June, 1956) studied 
the comparative efficacy of sulfadiazine, sulfonamide- 
substituted dihydrotriazine (supazine), and the active 
dihydrotriazine metabolite of proguanil in 65 healthy 
rhesus monkeys in which malaria was induced with 
Plasmodium cynomolgi. The dose of inoculum was 
standardized at 5 million parasitized erythrocytes per 
kilogram of body weight. This was injected intra- 
venously. Daily parasite counts were recorded in terms 
of 10,000 erythrocytes. Up to the cessation of treatment, 
blood smears were obtained twice a day; subsequently 
they were obtained only once. The minimal effective 
doses of the three drugs were determined as 0.15, 20, 
and 6 mg. per kilogram of body weight respectively. 
Sulfadiazine was found to be 133 times more effective 
than supazine and 40 times more effective than 
proguanil metabolite. 


Toxoplasmosis.—Rawal and Jhala (Journal of Obstet- 
rics and Gynaecology of India, Sept., 1956) state that 
Toxoplasma gondii may be responsible for spontaneous 
abortions and stillbirths. Isolation of Toxoplasma or- 
ganisms from aborted products of conception was at- 
tempted in 50 cases, with negative results. The 
toxoplasmin skin test, the Sabin-Feldman dye test, and 
the complement-fixation test were performed on 66 
pregnant women. Results were positive in only two 
cases. The toxoplasmin and dye tests were positive in 
four children with symptoms suggestive of toxoplas- 
mosis. The mothers of these children were also given 
the dye test. It was positive in two in a titer of 1:16. It 
was concluded that toxoplasmosis is not a common 
cause of repeated abortions in India. 


Body Temperature and Menstruation.—Parvathi and 
Reddy (Journal of the Indian Medical Association, Nov. 
1, 1956) recorded the basal body temperatures during 
the different phases of the menstrual cycle in 50 
healthy women between the ages of 17 and 25 years. 
They found that normal women have a biphasic tem- 
perature reaction during their menstrual cycles. This 
is characterized by a low plateau during the first half 
of the cycle and a higher one during the latter half. 
The rise in temperature occurs at about the time of 
ovulation and is in most subjects about two weeks 
before the next expected period. The temperature rise 
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indicates that ovulation has occurred within the past 
two days or will occur within the next two days. The 
basal body temperature is a fairly accurate index of the 
time of ovulation in the menstrual cycle. This temper- 
ature cycle probably reflects some hormonal change 
and is different in different women. The basal body 
temperature, if recorded and interpreted suitably, in- 
dicates whether a woman ovulates or not, when she 
ovulates, and whether anything is wrong with the 
hormonal influences on the menstrual cycle. An an- 
alysis of this series showed that the duration of the 
estrogenic phase ranged from 10 to 18 days (average, 
14.8). The luteal phase varied from 11 to 18 days 
(average, 11.7). The drop in temperature occurred in 
most of the subjects on the 13th and 14th days. The 
drop in temperature was 0.4 to 0.8 F (average, 0.62F ). 
The range of postovulatory rise in temperature was 
between 0.8 and 1.4 F (average 1.12 F). This thermal 
shift occupies an average span of 3.5 days. 


Kahn’s Universal Serologic Reaction.—Gupta and 
Gupta (Journal of the Indian Medical Association, 
Nov. 1, 1956) studied the universal serologic reaction 
in 15 patients with syphilis, 106 with leprosy, 76 with 
eosinophilia, and 52 with visceral leishmaniasis, using 
as controls serums of 70 healthy persons whose Wasser- 
mann reactions and Meinicke tests were negative. The 
universal serologic reaction was carried out with use of 
Kahn’s antigen diluted with varying strengths of 
sodium chloride, and the patterns of flocculation were 
noted. The reaction may show distinctive patterns of 
flocculation in patients with well-established visceral 
leishmaniasis. The reaction may also be helpful in 
patients with eosinophilia and leprosy, in whom ser- 
ologic tests for syphilis are sometimes falsely positive. 


UNITED KINGDOM 


Special Report from The Journal’s Correspondents.— 
Early in 1956 the British Medical Association notified 
the Minister of Health that it proposed to submit a 
claim for increased remuneration for general practi- 
tioners and consultants working in the National Health 
Service. In the summer the Minister categorically re- 
jected the claim on the grounds that the time was 
inappropriate in view of the appeal from the Chan- 
cellor of the Exchequer for restraint in all claims for 
increased pay. This cavalier attitude was strongly re- 
sented by the association, and negotiations continued 
in an atmosphere of increasing tension. The latest 
development was a meeting between the Minister and 
the British Medical Association, which took place on 
Jan. 4. This time the Minister and his advisers seemed 
unable to see the light, and, at the end of what the 
British Medical Association described as a fruitless 
discussion, the Minister offered to meet the associa- 
tion’s representatives again after he had given further 
thought to the problem and discussed it anew with 
his colleagues. This offer was accepted, and it was 
agreed that another meeting should take place before 
the end of January. 
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To appreciate what lies behind this bare outline of 
what has developed into a major crisis, on the success- 
ful solution of which the whole future of the National 
Health Service depends, it is necessary to give a brief 
account of the method of remuneration of physicians 
in the National Health Service. During the negotia- 
tions preceding the introduction of the National Health 
Service, two committees were set up under the 
chairmanship of Sir Will Spens to advise on the 
remuneration of general practitioners and consultants, 
respectively, in the service. The rates of remuneration 
recommended in the reports of both these committees 
—referred to as the Spens reports—were in terms of 
the 1939 value of money, and in both reports it was 
made clear that adjustments would have to be made 
in direct regard not only to estimates of the change of 
value of money but also to the increases that have 
taken place, both in the medical and in other pro- 
fessions, since 1939. The committee on the remunera- 
tion of general practitioners also expressed the view 
that the prewar incomes were too low. 

On the publication of the Report of the Spens Com- 
mittee on the Remuneration of General Practitioner, 
in 1946, the permanent secretary of the Ministry of 
Health wrote to the British Medical Association, stat- 
ing that the Minister fully accepted the substance of 
the recommendations on the general scope and range 
of remuneration that general practitioners should en- 
joy in a public service. The report on the remuneration 
of consultants and specialists was not published until 
just before the introduction of the National Health 
Service in 1948, but the Minister of Health informed 
the House of Commons that the government accepted 
the recommendations in principle. It was largely on 
the strength of these two assurances that a reluctant 
profession finally agreed to accept service in the Na- 
tional Health Service. 

Disillusionment followed immediately when it was 
discovered that the betterment factor proposed by the 
Minister of Health—to bring remuneration into line 
with the recommendations of the Spens committee— 
was to be only 20%. This was firmly opposed by the 
profession, but it was not until 1952 that the govern- 
ment agreed to submit the matter to arbitration by 
Mr. Justice Danckwert, a High Court judge. Danck- 
wert recommended a betterment factor of 85% for 1948 
(as against the Minister’s imposed 20% ) and 100% for 
the year 1950-1951. This advice was accepted by both 
the Minister of Health and the profession, and remu- 
neration was adjusted accordingly. 

This is the rate of remuneration that is still in force, 
and it means, according to the Minister of Health, 
that the current average net income of a general prac- 
titioner is about $6,220 a year. It was in view of the 
rising cost of living that the British Medical Associa- 
tion last year submitted a claim for a further 24% in- 
crease. It was explained that this could in no way be 
looked on as a new claim. It was merely a request for 
a belated implementation of the contract entered into 
by the government with the profession in 1946 and 
1948 and confirmed by the Danckwert award of 
1952. What caused such consternation in the profes- 
sion was not so much the Minister's rejection of the 
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claim but rather his claim that there was no con- 
tractual obligation on the part of the government to 
increase remuneration in accordance with the recom- 
mendations of the Spens reports. 

Although the British Medical Association agreed to 
meet the Minister again at the end of January, at the 
same time the council of the association decided to 
bring into action the machinery of the British Medical 
Guild. The guild was established in 1949 to do those 
things that by its constitution the British Medical As- 
sociation is prohibited from doing. The latter cannot 
undertake what would be held to be trade union ac- 
tivities. The guild can. The trustees of the guild are 
almost identical with the members of the Council of 
the British Medical Association, and the area covered 
by a local committee of the guild corresponds with the 
area of a local division of the association. If the repre- 
sentative body of the British Medical Association de- 
cided to advise withdrawal from the National Health 
Service, it would be the guild that would organize and 
finance such action and compensate any member who 
suffered financial hardship as a consequence. In edi- 
torial comment on this action the British Medical 
Journal (Jan. 5, 1957, page 33) says: “It should be 
stressed that the activating of the Guild machinery is 
a precautionary me sure—an obvious measure to neg- 
lect which would expose those responsible to justifi- 
able criticism. If the profession is forced by the Gov- 
ernment’s failure to honour its word to consider with- 
drawal from the National Health Service—eventually, 
as some have suggested—to work in a new and better 
service—then the mechanism must be geared for action 
and well lubricated.” 

What made the Minister's treatment of the phy- 
sicians claim even more incomprehensible was that, 
while refusing to give them anything, he approved a 
generous increase of payment to pharmacists. Not only 
are they to receive 3 cents extra on every prescription 
dispensed from January, 1956, but also they are to 
receive an additional 1.8 cents for every prescription 
dispensed during 1955. Apparently the country can 
afford to give increased remuneration to pharmacists, 
but not to physicians. 

What makes the present crisis so serious is that it 
has developed into one of confidence in the National 
Health Service as a whole. Although, by virtue of his 
categorical rejection of the physicians’ claim, the pres- 
ent Minister of Health must accept full responsibility 
for the present position, the friction aroused by his 
action merely served to bring to boiling point a sim- 
mering dissatisfaction that was manifest for some time 
throughout the profession. The National Health Serv- 
iee is becoming more and more dominated by lay ad- 
ministrators and politicians. If anything goes wrong, 
physicians are always held to blame. They are respon- 
sible for the rising cost of the service by virtue of 
their prescribing habits; they are responsible for much 
increased sickness absence by virtue of their slack 
certification; and they are responsible for congestion 
in hospitals because they send patients to hospital 
rather than treat them at home. Everywhere he turns, 
the physician finds frustration. When on top of this he 
finds what he considers his legitimate claim for in- 
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creased remuneration rejected, he feels that the time 
has come to seriously consider pulling out of the Na- 
tional Health Service altogether and either emigrate to 
one of the Dominions or set up in practice on his own. 

To give a fair picture, it must be admitted that a 
large proportion of the profession were doubtful about 
the wisdom of the British Medical Association sub- 
mitting a claim for increased remuneration. The Min- 
ister was well aware of this, and, if he had adopted a 
statesman-like policy, the present crisis might have 
been avoided. It is problematical whether the Spens 
reports can forever remain as the basis of remunera- 
tion for physicians. What the Minister could and 
should have done was to tell the British Medical As- 
sociation that he could not meet their claim at the 
moment but that he would like to meet with them to 
discuss some more satisfactory basis for remuneration, 
which would be agreeable to both government and 
physicians. Such a review must come on the initiative 
of the Ministry, and now is the time for it. Whether 
the Minister will yet see the fundamental mistake he 
has made and rectify it is problematical. What. is 
equally problematical is whether the profession is now 
prepared to agree to such a conference until its claims 
have been met in full. 

There has been widespread comment in the national 
press, mostly in favor of the physician's claim. The 
Times says that the government should discuss adjust- 
ments now and that it will be to blame if a dispute 
occurs that injures the public. The Economist goes to 
the root of the matter when it says that physicians 
“know only too well that the Government will always 
be firm with professional organizations as it will be 
weak with trade unions.” No trade union would have 
been treated like the physicians and teachers. The 
New Statesman and the Nation notes, “The pledge to 
honor the Spens formula was repeatedly given when 
the Health Service was launched. The least the Goy- 
ernment can do is to offer to re-negotiate it.” The 
British Medical Journal, commenting on the situation, 
observes that many young physicians are emigrating 
in order to work under more congenial political and 
economic conditions. 


Hospital Costs.—Detailed costing returns for the year 
ending March 31, 1956, covering 2,500 hospitals, have 
been published (National Health Service: Hospital 
Costing Returns for 1956, London, Her Majesty's Sta- 
tionery Office, 1956). The average figure for the whole 
country for maintaining a patient in hospital for a week 
is almost $50, but the cost from hospital to hospital 
varies greatly, even in the case of hospitals of com- 
parable size and function. Thus, at King’s College Hos- 
pital, London, a teaching hospital, the weekly figure 
is $75, while that for St. Thomas Hospital, London, 
also a teaching hospital, is nearly $87. A breakdown 
of costs shows that St. Thomas spends more on such 
items as food, drugs, dressings, wages, and salaries. 
The increased cost at St. Thomas may be due to a 
larger outpatient department. It had 134,385 more out- 
patient visits than King’s College Hospital in 1955- 
1956. In calculating expenditure, it is reckoned that 
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five outpatient visits equal one inpatient day. This 
assumption may be inaccurate. From April 1, 1957, 
hospital costs will be undertaken by departments and 
units, and the Ministry of Health hopes that better 
comparisons can then be made between hospitals. 


Shortage of Bodies for Dissection.—Her Majesty's In- 
spector of Anatomy, who regulates the supply of bodies 
for dissection, states that, while the needs for bodies 
for dissection are being met, the supply is uneven. 
Scotland in particular is very short of bodies. The anat- 
omy departments of Cambridge, Liverpool, New- 
castle, Edinburgh, Glasgow, and Aberdeen do not 
receive enough bodies to meet the needs of medical 
students. Most other schools are well supplied. London 
University, with a minimum requirement of 448 bodies 
based on a two-year period, received 474. The provin- 
cial schools and Wales, which need 514 bodies over 
two years, received 621 last year. Although some re- 
ceived more than the necessary requirement, others 
were short. The Scottish schools needed 262 but ob- 
tained only 190. With the exception of London Uni- 
versity, which showed an increase during the last 10 
years (from 215 to 244), the supply of bodies in Wales 
and Scotland fell below the average for the last 10 
years. In Scotland, the 10-year average was 116; last 
year only 93 bodies were obtained. Only 8.4% were 
bequeathed in wills to Scottish schools. The figure for 
London University was 52%. To remedy the shortage, 
physicians are being asked to bequeath their bodies at 
death to medical schools for dissection. 


Radioactive Cobalt Teletherapy Unit.—A radioactive 
cobalt (Co*’) teletherapy unit, the first full-sized unit 
to be made in Great Britain, was opened at the London 
Clinic in December. The unit is housed in an under- 
ground fort protected by 2 ft. of concrete. The Co” 
is protected by a spherical 2-ton head, pivoted in a 
fork so that it can be rotated by a motor in any direc- 
tion. The shielding of the unit is constructed to pro- 
tect against 2,000 curies, and there are safety devices 
to prevent exposure of patient and personnel to ex- 
cessive radiation. Another device shielding the Co" 
comes into operation in an emergency or power break- 
down. The gamma radiation from the cobalt is ap- 
proximately equal to that of a roentgen-ray beam 
produced at 3 million volts. It is hoped that megavolt- 
age machines such as this will revolutionize the treat- 
ment of cancer in Great Britain. As the maximum dose 
is received not on the skin surface but just below it, 
painful and destructive skin lesions associated with 
deep roentgen therapy will be avoided. The higher 
penetrating power of the radiations and their more 
uniform absorption by all tissues enables a therapeutic 
dose to be given with much less total radiation and 
with fewer side-effects to the patient. 


Britain’s Health in 1955.—Sir John Charles, the chief 
medical officer of the Ministry of Health, has issued his 
report for 1955 (Report of the Ministry of Health for 
the Year Ended December 31, 1955, part 2, Her Ma- 
jesty’s Stationery Office). The general death rate has 
shown little change since the beginning of the last war. 
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The expectation of life at birth remained the same as 
in the previous year—68 years for boys and 73 for girls. 
Infant mortality has been virtually eliminated as one of 
the causes of diminished expectation of life. For those 
aged 65 the expectation of life is 12 years for men and 
15 for women, or only a year or so more than 50 years 
ago. While many more persons are living to an older 
age, the psalmists’ three score years and ten still rough- 
ly represents the average span of life. Although many 
diseases are being suppressed, if not conquered, cancer 
continues to take its toll of human life. In urban areas 
the incidence of lung cancer continues to rise. Sir John 
refers to the role of tobacco smoking and atmospheric 
pollution and in his report suggests that smoking 
should be prohibited in places of public entertainment 
and in public vehicles. Man appears to be increasingly 
surrounding himself with an unnatural chemical en- 
vironment whose carcinogenic potentialities are being 
studied. To what extent human cancer is caused by en- 
vironmental carcinogens is not known, but, as more 
and more of the chemical substances that man inhales, 
absorbs, or ingests are being proved carcinogenic to 
animals, it seems reasonable to infer that certain can- 
cers of the human body may be initiated or promoted 
by such substances. 

Among the neurotropic infections, nonparalytic 
poliomyelitis was again prevalent in 1955. Though it 
was impossible to identify the virus from which pa- 
tients with signs of nonparalytic poliomyelitis were suf- 
fering, it was almost certain that it was not the com- 
mon poliomyelitis virus. There were outbreaks of 
aseptic meningitis for which no cause could be found. 
Reference is made to the outbreak of encephalomyelitis 
at the Royal: Free Hospital, London, which affected 
292 persons, including 149 nurses and 27 physicians. 
In spite of extensive laboratory and epidemiologic in- 
vestigations, no cause for the outbreak was discovered. 
A South African physician who studied some of these 
patients said that a similar epidemic occurred in 
Addington Hospital near Durban. The growing num- 
ber of immunizing agents may eventually prove an em- 
barrassment. As many must be given by injection dur- 
ing a short period in infancy, the limit of the patience 
of some parents is being reached. They question 
whether they are all really necessary. Although com- 
bined agents have been produced, there are still tech- 
nical difficulties attached to giving several prophylactic 
substances in a single injection without diminishing 
their immunizing power. A better solution would be to 
develop prophylactics that can be given by mouth or 
to protect infants by immunizing the rest of the family. 

For the second successive year not a single case of 
smallpox was reported, but the number of children 
who are vaccinated shortly after birth is disappointing- 
ly small. Over 36.4% of infants were vaccinated in 
1955. Both the incidence and mortality of whooping 
cough showed a marked fall. There were 79,133 cases 
(105,712 in 1954) and 88 deaths (139 in 1954), most of 
which were in children under a year old. A quarter of 
the deaths were in children under 3 months. On 
the other hand the number of cases of measles 
(693,803) was greater than in any year since report- 
ing started in 1939. There were in consequence more 
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deaths (176), although the mortality rate reached a 
record low. The total number of reported cases of 
diphtheria (155) and deaths therefrom (13) were the 
second lowest figures on record. Yet the number of 
children given primary immunization fell from 100,000 
in 1954 to 86,579 in 1955, and of those given booster 
injections from 588,288 to 510,204. Only 36.7% of chil- 
dren were immunized before their first birthday. This 
is barely half the number considered to be advisable 
to insure adequate and continuing community pro- 
tection. 

The strains of Salmonella found in Great Britain are 
changing their character and producing an acute gas- 
troenteritis resembling food poisoning, rather than a 
typhoid-like fever. There were many outbreaks traced 
to Salmonella paratyphi that were unlike typical para- 
typhoid fever. Food poisoning and Sonne dysentery 
showed a marked increase in incidence despite the 
sanitary and educational measures taken to prevent 
them. The incidence would be alarming if the or- 
ganisms had the virulence they possessed 40 or 50 
years ago. The increase is partly due to increased re- 
porting due to improved diagnostic facilities offered by 
the Public Health Laboratory Service. Sonne dysen- 
tery, the bane of day and residential nurseries, still 
causes much inconvenience and suffering. The rising 
incidence of food poisoning is attributed to the in- 


‘creased practice of communal feeding and the con- 


sumption of precooked foods. 

Sir John states that the striking decline in the mortal- 
ity and morbidity from tuberculosis in the past six 
years is a source of great encouragement to all con- 
cerned and justifies the hope that a continuation of 
their efforts should see the end of tuberculosis as an 
important public health problem in the near future. 
Nevertheless, tuberculosis still ranks as a killer in the 
productive years of life. In 1955, it caused 67% of all 
deaths due to infection and 78% of deaths due to in- 
fection in the age group 15-39. Case finding is still im- 
portant. The examination of persons who had been in 
contact with persons with known tuberculosis pro- 
duced 8% of new cases, and the search for such cases 
is more likely to be rewarding if it is not confined to 
the patients’ nearest relatives. In 1955, 4.3 persons who 
had been in contact with the patient were examined 
for every case diagnosed. Mass miniature radiography 
was responsible for the detection of 18% of all new 
cases. 


Rare Medical Manuscript.—A medical manuscript writ- 
ten in legible Anglo-Saxon and dating from before the 
Norman conquest was bought for $1,540 by the Well- 
come Trust. The text contains recipes for compounding 
remedies and ointments for heartache, diseases of the 
lungs and liver, and tumors. The manuscript was in- 
corporated in the binding of a book printed in Antwerp 
in 1558 and subsequently acquired by Lord Robartes. 
It is supposed that the manuscript was one of the large 
numbers of medieval manuscripts that were pillaged 
from the monasteries in England at the time of their 
dissolution in 1555 by Henry VIII. They were later 
used for all the purposes to which scrap paper might 
be put. 
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CORRESPONDENCE 


TREATMENT OF SHOCK 


To the Editor:—The report on burn shock in a Peruvian 
study of the National Institutes of Health (J. A. M. A. 
161:1465-1473 [Aug. 11] 1956) gave evidence of 
ample facilities used with admirable precision by the 
team of workers. One criticism pertains merely to the 
writing of the report. The final conclusion has a state- 
ment “that the oral administration of isotonic saline 
solution would be quite useful in case of mass catastro- 
phes or in areas throughout the world where adequate 
medical care cannot be obtained or where plasma, 
blood, colloids, and other intravenous therapy may 
not be available.” Elsewhere there is reference to 
recommendations of “salt solutions as adjuvant therapy 
to plasma, blood, and other colloids as essential in the 
adequate treatment of burn shock.” The wording 
seems designed to spare the sensibilities of the many 
followers of the plasma or colloid theory of shock 
treatment, and it thus obscures the actual result of 
the study, which is a careful large-scale clinical dem- 
onstration that salt solution is fully as effective as 
plasma or other colloids for burn shock. 

Underhill suggested water to correct dehydration, 
and Davidson suggested salt to correct fall in chlorides. 
But these had been given since O'Shaughnessy in 1831 
introduced salt solution for the dehydration and shock 
of Asiatic cholera, until the International Shock Com- 
mittee in 1919 took the backward step of insisting on 
plasma or colloids. Nothing in the Underhill-Davidson 
work militated against supplving salt and water in the 
approved colloid solution. In 1939 I was demonstrating 
the value of saline solution and contradicting the 
doctrine that plasma is specifically effective while all 
“crystalloids” are not only useless but harmful. These 
first rat experiments were followed by dog experiments, 
which were made possible by grants from the Com- 
mittee on Scientific Research of the American Medical 
Association. In 1943 Rosenthal in the laboratory of the 
Public Health Service became the first of a series of 
investigators (Allen, F. M.: J. Internat. Coll. Surgeons 
15:201 |Feb.] 1951; in Conduction Anesthesia: Clin- 
ical Studies of George P. Pitkin, edited by James L. 
Southworth and Robert A. Hingson, Philadelphia, 
|. B. Lippincott Company, 1946) to corroborate my 
conclusions, and added the detail of oral administra- 
tion of saline solution under some conditions. 

The universal use of plasma is supported by its 
obvious benefits, which are characteristic of solutions 
of sodium salts. The uselessness of dialyzed plasma, the 
substitution of dextran, and other considerations are 
sufficient evidence against nutritive or other occult 
values of plasma proteins in shock. If the laboratory 
findings of equivalent benefit with plain saline solution 
have been disputed on the score of clinical experience, 
any such disputant may now be invited to match his 
experience against that of the National Institutes of 
Health. I wish to be on record on two points: (1) 
value of saline solution in shock, without need for 
admixture with any kind or quantity of colloid and 
(2) effectiveness of saline solution in acute hemor- 
rhage (Allen, F. M.; Safford, F. K.; and Enad, J. G.: 
Anesth. & Analg. 32:329 [Sept.-Oct.] 1953). Nothing 


can take the place of blood or corpuscles for blood 
loss. However, in comparison with a single injection of 
plasma or a colloid such as dextran, saline solution is 
merely inconvenient in that two or three successive 
injections are required, but the final saving of life is 
identical. Experimental and clinical evidence from the 
Public Health Service, the National Institutes of 
Health, and several groups of reputable investigators 
in medical schools support a fundamental revolution, 
as follows: The prevailing treatment of shock is un- 
scientific. Most of the plasma now used is wasted. Its 
expense and virus dangers and other troubles can be 
eliminated. The urgent pleas for plasma in the recent 
Hungarian tragedy and in catastrophes everywhere 
are unnecessary, and more lives can be saved by quick 
use of the readily available salt solution. 


FREDERICK M. ALLEN, M.D. 
1031 Fifth Ave. 
New York 28. 


THYROID REFRACTORINESS 


To the Editor:—I have read with great interest Dr. 
C. R. Tittle’s paper entitled “Effects of 3,5,3’ L-triio- 
dothyronine in Patients with Metabolic Insufficiency” 
(J. A. M. A. 162:271-274 [Sept. 22] 1956), in which he 
reports on patients with metabolic insufficiency who 
were not benefited by treatment with desiccated thy- 
roid but did respond to treatment with triiodothyro- 
nine. | have no doubt that for some reason or other 
some people may be refractory to treatment with whole 
thyroid, while responding to equivalent doses of triio- 
dothyronine. However, it is evident from Dr. Tittle’s 
report that he did not attempt to compare biologically 
equivalent doses of desiccated thyroid and of triiodo- 
thyronine, inasmuch as identical amounts of the former 
were substituted by differing amounts of the latter, 
e. g., a daily maximum dosage of 3 grains (0.2 gm.) of 
desiccated thyroid was replaced in different patients 
by a maximum dosage of 50, 62.5, 75, and 100 mcg. re- 
spectively, of triiodothyronine; thus no true relation- 
ship between the activities of the two compounds was 
established. Furthermore, a comparison between equiv- 
alent doses of thyroxine and triiodothyronine should 
have been made with a view to find out whether the 
peripheral tissues of his patients were unable to deio- 
dinate thyroxine, i. e., to transform thyroxine into triio- 
dothyronine. Finally, it would have been advisable to 
establish whether his patients, while refractory to the 
usual doses of whole thyroid, might not have re- 
sponded to larger ones. It has been my practice over 
30 years to administer to such “thyroid-refractory” pa- 
tients for a short period (mostly a few days only ) daily 
doses of 0.4 gm., 0.6 gm., and even 0.8 gm. (6, 9, and 
12 grain respectively ) in an attempt to “break through 
their resistance,” much in the same way as is also done 
with insulin in resistant diabetics. As a rule I have had 
good results with this procedure, being thereafter able 
to maintain such patients in metabolic balance with 
much smaller doses of thyroid, usually at a dosage level 
that had formerly been ineffective. 
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As an instance I quote the following observation: 
a 34-year-old woman complaining of easy fatigability 
and sluggishness, had facial puffiness, bradycardia 
(pulse rate around 50 per minute ), hypercholesteremia 
(around 260 mg. per 100 cc.), and hypometabolism 
(around —28% ). She had been given elsewhere 0.3 gm. 
of desiccated thyroid a day, which, although taken 
continuously for two years, had not affected the clinical 
signs and symptoms. After I had administered 0.8 gm. 
a day for 10 days, euthyroidism was achieved: her 
complaints and facial puffiness had vanished, the pulse 
rate was normal, blood cholesterol level was 235 mg. 
per 100 cc., and the basal metabolic rate was +10%. 
Thereupon thyroid was reduced to the former dosage, 
i. e., 0.3 gm. a day; yet the patient remained com- 
pletely euthyroid. 

HERMAN ZONDEK, M.D. 
8 Maimon St. 
Jerusalem, Israel. 


HYPOTHERMIA AND BURNS 


To the Editor:—The paper of Pillsbury and Artz 
(J. A. M. A. 162:956-958 [Nov. 3] 1956) gives the im- 
pression that their treatment of over 1,000 burn cases 
has never wandered so far from routine methods as 
to include any experience with refrigeration. Ice or 
ice-making machinery is so abundant that it is one of 
the easiest requisites to provide before or after setting 
up the suggested “burn center.” Speed is important, 
and general instructions to immerse the affected parts 
immediately will at least make a considerable reduc- 
tion below body temperature. The relief of pain is 
prompt. Not only may facilities for débridement be 
unavailable but the procedure may be contraindicated. 
With petrolatum gauze or any kind of greased cloth 
within crushed ice, the changes of dressings are pain- 
less and bring away separated dirt or debris, with 
saving of living tissue. 

LyMaANn W. Crossman, M.D. 

Woods Building 

416 W. De Fee 

Baytown, Texas. 


WITHDRAWAL OF MEPROBAMATE 


To the Editor:—I should like to present a case history 
that I hope will raise some question about the habitu- 
ating effects of meprobamate suggested by Dr. Lemere 
(J. A. M. A. 160:1431 [April 21] 1956). Recently a pa- 
tient was brought to our hospital suffering from with- 
drawal symptoms supposedly precipitated by discon- 
tinuation of therapy with meprobamate. The patient 
was a 35-year-old male and had been referred by 
another physician. The patient had previously been ad- 
dicted to barbiturates and alcohol and had allegedly 
given these up under the influence of therapy with 
meprobamate (Milltown). As I had never seen any 
signs of withdrawal reactions after cessation of me- 
probamate therapy, I questioned this man closely. As a 
result, he finally disclosed that he had continued to 
take barbiturates during the period that he had led his 
physician to believe that he had given them up and 
that he had only discontinued them before the with- 
drawal symptoms occurred. The reaction was, thus, 
clearly the result of the withdrawal of barbiturates 
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and not of meprobamate. Another patient with a sim- 
ilar case was also treated at our hospital, but alcohol 
was the responsible agent. 

The department of psychiatry of Albany Hospital 
has treated 314 patients with meprobamate since Sep- 
tember, 1954. Of these, 26 patients continued this 
medication for more than 3 months and up to 15 
months. The standard dose was one 400-mg. tablet 
three times a day. The drug was always withdrawn 
when improvement appeared to warrant, without 
gradual tapering off of the dose. No withdrawal symp- 
toms were ever observed. Sometimes there was a re- 
turn of the symptoms existing prior to therapy. How- 
ever, if treatment with the drug was reinstituted and 
was continued for a longer period, the drug could 
often be withdrawn after further therapy without re- 
currence of symptoms. I think it would be a pity if 
a drug as useful as meprobamate, and as free of toxic 
reactions, should acquire an undeserved reputation for 
habituation. 

Watrter A. Osinskr, M.D. 
Albany Hospital 
Albany, N. Y. 


AMEBIASIS 


To the Editor:—In the paper “Current Status of Ther- 
apy in Amebiasis” from the Council on Pharmacy and 
Chemistry in THE JournaL, April 7, 1956, page 1230, 
the potential hazard of arsenic intoxication by using 
the amebicidal arsenicals is mentioned only in relation 
to “gastrointestinal symptoms and cutaneous disturb- 
ances” but not in respect to the far more dangerous 
consequence of encephalitis due to intoxication from 
arsenicals. May I call your attention to my report in 
the Israeli Hebrew medical journal Dapim Refuiim, 
December, 1952, of four fatalities of arsenical enceph- 
alitis after use of carbarsone. Here is the summary of 
the paper: 1. Of nearly 8,300 patients treated with 
carbarsone, about 44 developed toxic symptoms: 8 of 
them developed severe encephalomyelitis, and, in the 
4 that died, evidences of hemorrhagic encephalitis 
were found post mortem; the remainder suffered from 
very painful gastric and hepatic disorders. 2. The 
severe and fatal cases, however, resulted from small 
doses, far smaller than those usually employed. 3. The 
immediate withdrawal of the drug at the onset of toxic 
symptoms did not prevent the fatal end. 4. The pa- 
tients treated early enough by dimercaprol (BAL) 
seemed to have been saved by it. 5. My findings do 
not agree with the generally accepted opinion that, 
amongst all the organic arsenicals, carbarsone is the 
almost nontoxic one. 6. Neither the certainty of the 
diagnosis nor the severity of the amebic disease justi- 
fied—from the retrospective point of view—the risk of 
using such a drug. 

Moreover, two additional fatal cases in Israel] that 
occurred after use of carbarsone came to my attention 
after the publication of my paper. On the whole, it 
seems to me that the risk of using arsenicals, and espe- 
cially carbarsone, in the treatment of amebiasis is 
commonly greatly underestimated. 

MosHenH Fiscui, M.D. 
8 Lassalle St. 
Tel-Aviv, Israel. 
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MEDICAL FILM REVIEWS 


Infradiaphragmatic Resection of Vagus Nerves and Gastro- 
enterostomy: 16 mm., color, sound, showing time 35 minutes. 
Prepared by John L. Madden, M.D., New York. Produced in 
1953 by Sturgis Grant Productions, New York. Procurable on 
loan from Winthrop Laboratories, 1450 Broadway, New York 17. 

This film demonstrates a subtotal vagus nerve re- 
section and anterior gastroenterostomy performed 
without clamps. The patient is a 63-year-old male, and 
the indication for the procedure is a duodenal ulcer 
located near the pyloroduodenal junction that was as- 
sociated with hemorrhage, pain, and some cicatricial 
stenosis. The vagus-nerve phase of the operation clear- 
ly demonstrates not only the bilateral section of both 
the anterior and posterior vagi but also the sectioning 
of 12 additional vagal nerve fibers. The anatomic 
phase depicts an antecolic gastrojejunostomy that is 
performed in a horizontal direction on the greater 
curvature of the stomach. The surgical anatomy is 
lucidly discussed and depicted. The technical aspects 
are executed with precision and neatness. The opera- 
tion itself, even at this date, is still a moot one, al- 
though many outstanding surgeons are firmly con- 
vinced that it has a specific place in the surgical treat- 
ment of duodenal ulcer. A question might be raised 
even by those who are enthusiastic about vagus nerve 
resection whether this procedure should be done when 
massive hemorrhage has been noted. Another con- 
troversial phase might result from placement of the 
anastomosis on the greater curvature. These points, 
however, do not detract from the film, which can be 
recommended to those interested in the surgical pro- 
cedures of vagotomy and gastroenterostomy. 


Marrow Puncture: 16 mm., color, sound, showing time 32 
minutes. Produced in 1953 by the Imperial Chemical Industries 
Film Unit at the Radcliffe Infirmary, Oxford, England. Procur- 
able on Joan from Imperial Chemical Industries, Ltd.. Film 
Library, 488 Madison Ave., New York 22. 

This film begins by showing the instruments used 
for marrow sampling and their mode of operation. By 
means of sections and_ transillumination, the dis- 
tribution of sternal marrow in adults and in children 
of different ages is shown, and the best sites for punc- 
ture are indicated. The dangers of possible penetra- 
tion of the sternum are illustrated by means of models. 
The film then shows in detail the actual operation of 
sternal puncture on a living patient, including the 
selection of the site for puncture, preparation of the 
skin, injection of anesthetic agent, insertion of the 
needle, withdrawal of marrow, and the preparation of 
the films of marrow tissue. It is then demonstrated 
that other bones may be punctured with advantage in 
certain circumstances. As a rather light-hearted re- 
capitulation, the film terminates with a scene showing 
a sternal puncture carried out by an inexperienced 
and unskilled operator. All the instructions given in 
the previous part of the film are ignored or forgotten, 
and the disastrous consequences illustrate how im- 
portant it is to do things in the right way and in the 
right order. On the whole, the film is excellent. The 
information contained is reliable and most valuable 
for all who are interested in studies of bone marrow. 
However, nothing was stated about the advisability 
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of making microscopic sections from the bone marrow 
material. One also wonders why a mask but no gloves 
were used. This firm will be of great interest, and it 
is recommended for physicians in general as well as 
residents in pathology and medicine. It could also be 
shown to laboratory technicians and nurses. 


Helen Keller in Her Story: 16 mm., black and white, sound, 
showing time 48 minutes. Produced in 1954 by Nancy Hamilton, 
New York. Procurable on rental ($12.50) or purchase ($100) 
from Louis de Rochemont Film Library, 13 E. 37th St., New 
York 16. 


This film is a factual biography made up of still 
photographs, early motion pictures, newsreels, and 
sequences of Miss Kellers dailv life, shot especially 
for this film, with Miss Keller appearing as herself 
throughout. The picture begins with the childhood of 
Helen Keller. An introduction, which will seem per- 
haps too leisurely to some viewers, gives the audience 
ample time to realize how completely shut in a child 
is when it is not only blind but also unable to hear its 
own voice. The gradual, if incomplete, liberation of 
the child from this psychological prison is a process 
that one cannot view without becoming fascinated 
and emotionally involved. The work required on the 
part of the patient is well brought out, and the film 
shows that other people similarly handicapped _re- 
quire help if their potentialities as happy and useful 
members of society are to be realized. This stirring 
film could be seen to advantage by every imaginable 
kind of audience, for its human interest is very great, 
it is absolutely documentary, and it focuses attention 
on problems with which everyone is concerned in 
some way, whether personally, professionally, or sim- 
ply as a responsible citizen. The film has permanent 
value and will be increasingly interesting to audi- 
ences as time goes on. 


The Power of Positive Pressure: 16 mm., color, sound, sh» - 
ing time Ll minutes. Prepared in 1956 by and procurah!le « 
loan from William D. Loeser, M.D., Medical Director, Respira- 
tor Center, 2183 Main St., Buffalo, N. Y. 

This film depicts various simplified methods of giv- 
ing artificial respiration to patients with respiratory 
failure due to poliomyelitis. The following devices 
together with their clinical uses are described: inter- 
mittent positive pressure, bellows, positive- 
pressure mouth stick, and a new cough device. The 
film shows a remarkable variety of ways in which any 
source of air under positive pressure can be used to 
give artificial respiration to patients with extensive 
paralysis of respiratory musculature. Some of these 
are simple and obvious and probably have not been 
applied in the past—this is simply because people lack 
the courage to do what is unconventional or has not 
been taught before. Among the most ingenious de- 
vices shown is the mouth stick, through which the 
patient can breathe from the positive-pressure ma- 
chine and which, gripped by the teeth, enables him to 
operate an electric typewriter or do other things with- 
out the help of hands or feet. This film will be found 
to be full of suggestions for any one engaged in the 
care of patients with poliomyelitis or any others re- 
quiring temporary respiratory aid. This film can be 
shown with profit in any hospital, at staff meetings, 
and at nurses’ training schools. It would also be in- 
structive to medical students in physiology courses. 
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MEDICAL LITERATURE ABSTRACTS 


INTERNAL MEDICINE 


Clinical and Diagnostic Contribution to Isthmic 
Stenosis of the Aorta. F. Muratori. Minerva med. 
47:1166-1170 (Oct. 13) 1956 (In Italian) [Turin, Italy]. 


The author reports on a 22-year-old female patient 
with stenosis of the isthmus of the aorta. The patient 
had asthenia, anxiety, vertigo, and pelpitation every 
time she made the slightest physical effort. These 
symptoms were present two months before she had a 
medical examination. Pain in the lumbar region, head- 
ache, pollakiuria, and nocturia occurred during the 
last two days before the examination. The clinical 
findings were high blood pressure, pulse rate of 85 per 
minute, enlargement of the thyroid, heaving pulsation 
in the subclavicular region and in the arteries of the 
neck, and a systolic murmur over the heart area. 
Roentgenologic findings of marked alterations in the 
cardiovascular shadow and of costal erosions con- 
firmed the diagnosis made on the basis of the clinical 
findings. Angiocardiography was used to determine 
the location and the extent of the lesion. The prognosis 
in patients with stenosis of the isthmus*df the aorta 
always depends on the possibility of a successful sur- 
gical intervention as well as on the patient’s predis- 
position to acquire intercurrent infectious diseases. 


Lung Cancer and Other Causes of Death in Relation 
to Smoking: A Second Report on the Mortality of 
British Doctors. R. Doll and A. B. Hill. Brit. M. J. 
2:1071-1081 (Nov. 10) 1956 [London]. 


In 1954, the authors published a preliminary report 
on the results of their inquiry concerning lung cancer 
and other causes of death in relation to smoking in 
British physicians, an abstract of which appeared in 
THE JOURNAL (156:449 [Sept. 25] 1954). The number of 
deaths from lung cancer was then 36. The time that 
has elapsed after the questionnaire relating to smoking 
habits was sent to men and women on the British 
Medical Register who were 35 years of age and over 
at the time they answered the questionnaire is now 
53 months, as compared to the 29 months of follow-up 
on which the preliminary report was based. The num- 
ber of deaths increased from 789 to 1,714; 81 of them 
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were certified as caused by lung cancer, and in 3 
others lung cancer was considered to be a contributory 
cause. 

The analysis showed that in this population of phy- 
sicians there has been a marked and steady increase 
in the death rate from lung cancer as the amount of 
tobacco smoked increased. The death rate per year 
rose from 0.07 per 1,000 in nonsmokers to 0.47 per 
1,000 in “light” smokers of 1 to 14 gm. of tobacco a 
day, to 0.86 per 1,000 in “medium” smokers of 15 to 
24 gm. a day, and to 1.66 per 1,000 in smokers of 25 
gm. or more a day; 1 gm. is almost equal to one ciga- 
rette. The death rate of the heavy smokers was ap- 
proximately 20 times that of the nonsmokers. This 
rising mortality from lung cancer was a feature of 
each of the age groups (35 to 54 years, 55 to 64 years, 
65 to 74 years, and 75 years and over). The mortality 
from lung cancer was substantially and significantly 
greater in cigarette smokers than in pipe smokers, 
with smokers by both methods falling in between. 
This difference between pipe and cigarette smokers 
appears to be a function of the method of smoking 
irrespective of the amount. Those who reported them- 
selves as smokers at Nov. 1, 1951, were compared with 
those who had given up smoking at that time within 
the 10 previous years or for more than 10 years. The 
comparison revealed a progressive and significant re- 
duction in mortality with the increase in the length of 
time over which smoking had been given up. The 
highest mortalities occurred among those who re- 
ported themselves as continuing to smoke cigarettes 
at Nov. 1, 1951, the annual death rate rising to about 
40 times that of the nonsmokers. 

An analysis of a random sample of the question- 
naires showed that there was remarkably little dif- 
ference between the smoking habits of doctors 
resident in Greater London, in large towns, or in 
other districts. The contrasts in lung cancer mortality 
between smokers and nonsmokers and between light, 
medium, and heavy smokers cannot, therefore, be 
attributed to a differential exposure to atmospheric 
pollution, which happens to be associated with smok- 
ing habits. The marked and steadily increasing mor- 
tality from lung cancer in association with smoking 
habits was not compensated for by a decrease in can- 
cer of other sites. The results indicated a total mor- 
tality from cancer in the smoking group in excess of 
the mortality that would have prevailed in the absence 
of smoking. Mortality from coronary thrombosis re- 
vealed a slight but significant relationship with smok- 
ing. Division by age showed that the trend was distinct 
only in the ages between 35 and 54 years. Three other 
causes of death, namely, chronic bronchitis, peptic 
ulcer, and pulmonary tuberculosis, showed a steady 
increase in mortality from nonsmokers to heavy smok- 
ers. Only with chronic bronchitis was the gradient 
statistically significant. The remaining causes of death 
did not reveal any trend. 
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Lente Insulin: Four Years’ Experience. A. G. Spencer 
and M. E. Morgans. Lancet 2: 1013-1017 (Nov. 17) 
1956 [London]. 


The addition of small amounts of zine to insulin in 
an acetate buffer depresses the solubility of the insulin 
and prolongs its absorption. By adjustment of the pH 
a quick-acting amorphous (“Semilente”) insulin and a 
long-acting crystalline (“Ultralente’) preparation were 
made. These insulin-zinc suspensions were stable on 
mixing, and in the proportions of 30% amorphous to 
70% crystalline they form the preparation “Lente” in- 
sulin. Two hundred diabetic patients attending the 
clinic at University College Hospital in London were 
treated with lente insulin. The length of treatment 
with this preparation ranged from 6 months to 4 vears, 
the majority of patients having been maintained on 
lente insulin for more than a year. Treatment with 
this form of insulin was begun in the outpatient dia- 
betic clinic in 177 patients. only 23 being admitted to 
hospital for this purpose. The calorie value of the diet 
and the proportions of carbohydrate, fat. and protein 
were not changed, but the distribution of the food 
throughout the day was altered to provide substan- 
tial snacks at 11 a. m. and 10 p. m., the size of these 
varying with the nature of the patient's work. The 
starting dose of lente insulin was usually equal to the 
total previous daily dose of insulin plus 10%, and this 
was subsequently adjusted as necessary. For the first 
few weeks patients attended the clinic at weekly in- 
tervals, gradually lengthening to intervals of 2 or 3 
months. 

The differences in action between lente insulin and 
the older types of insulin were explained to each 
patient, and they had 2 or more interviews with the 
dietician to make certain that the proper adjustments 
to the diet had been made. The urinary sugar level 
was estimated twice daily, and the patients were 
weighed at weekly intervals in the early stages of the 
treatment. Serial blood-sugar estimations were used 
to assist control when the management by urine tests 
was unsatisfactory. It was demonstrated that most 
patients (83%) could be well controlled on a single 
injection of lente insulin and that many (36%) were 
improved by the transfer from their old insulins. With 
an intelligent and cooperative patient, the change to 
lente insulin can be made safely under supervision 
from the outpatient diabetic clinic. 


Treatment of Hodgkin’s Granuloma, Chronic Lym- 
phatic Leukaemia, Polycythaemia Vera, and Other 
Reticuloses with Triethylenethiophosphoramide. B. J. 
Leonard, M. C. G. Israéls and J. F. Wilkinson. Lancet 
2: 1017-1021 (Nov. 17) 1956 [London]. 


The advantages claimed for triethylenethiophos- 
phoramide (thio-T. E. P. A.) over the intravenously ad- 
ministered alkylamines (nitrogen mustards) were that 
it could be given intramuscularly without pain or local 
discomfort; it did not cause nausea or vomiting; and 
associated depression of the bone marrow was revers- 
ible on discontinuance of the treatment. The authors 
describe their experience with thio-T. E. P. A. in 54 
patients with various diseases of the hemopoietic and 
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reticuloendothelial systems, such as polycythemia vera, 
chronic lymphatic leukemia, lymphoid reticulosis, 
follicular lymphoreticulosis, Hodgkin’s granuloma, 
reticulum-cell reticulosis, and reticulosarcoma. Be- 
cause of the consistently poor results reported for 
acute leukemia, no such cases were treated, and be- 
cause satisfactory oral and intravenous preparations 
are available for chronic myeloid leukemia such cases 
were also excluded from this trial. 

Thio-T. E. P. A. produced good clinical and hemato- 
logical remissions in polycythemia vera for periods of 
up to 14 months; and, when further treatment was 
needed, further remissions were produced. Thio- 
T. E. P. A. was also effective in some cases of Hodg- 
kin’s granuloma, Ivmphoid reticulosis, and follicular 
lvmphoreticulosis where the disease was detectable 
mainly in peripheral glands, but it was not so effective 
when the mediastinal nodes, liver, and spleen were in- 
volved. Thio-T. E. P. A. was shown to be capable of 
diminishing the lymph node masses, liver, spleen, and 
white blood cell count in chronic lymphatic leukemia. 
Thio-T. E. P. A. was found easy to administer and rela- 
tively easy to control, except in 2 described patients 
with chronic lymphatic leukemia with initially low 
platelet counts. Thio-T. E. P. A. should not be given 
when the platelet count is low. 


Postbulbar Duodenal Spasm Syndrome: 1. Incidence, 
Diagnosis, and Treatment. Z. T. Bercovitz. New York 
J]. Med. 56:3664-3672 (Dec. 1) 1956 [New York]. 


The author reports on 128 men and 102 women with 
evidence on roentgenograms of postbulbar spasm in- 
volving the descending portion of the duodenum. Five 
patients were less than 20 years old and 8 were over 
70 years, but the largest number of patients (76) were 
between the ages of 40 and 49. One hundred eighty- 
four patients (80%) had abdominal pain and 151 (66%) 
had diarrhea; generalized abdominal pain and diar- 
rhea in the same patient occurred in 121 (53%). Unex- 
plained biliary tract type of symptoms were observed 
in 47 patients (20%). All these symptoms formed a 
clinical syndrome of gastrointestinal invalidism with- 
out specificity that apparently resulted from postbul- 
bar duodenal spasm. Controlled x-rays studies showed 
evidence of relaxation of postbulbar duodenal spasm 
in 69 (95%) of 73 patients who were treated with pro- 
pantheline (probanthine) bromide. There was also 
inhibition of hypermotility of the small intestine and 
relaxation of spasm in 28 of 31 patients. 

Clinical improvement was recorded in 89 (83%) of 
114 patients who received propantheline bromide for 
long enough periods to make therapeutic evaluation 
possible. The initial dose was usually 30 mg. 3 times 
daily with meals and at bedtime. Some patients re- 
quired larger doses for control of severe diarrhea and 
abdominal pain, such as 45 mg. at bedtime or even 45 
mg. 4 times daily. Fifteen milligrams 3 times a day 
with meals and at bedtime, or the same daytime dose 
but 30 mg. at bedtime, were found to be adequate for 
the prolonged program of treatment. A so-called main- 
tenance program of 30 mg. at bedtime with 1 or 2 15- 
mg. doses during the day was found to be adequate 


Vol. 163, No. 6 


in most patients as they progressed and improved. The 
main cause of failure of therapy was inadequacy of 
dosage. No evidence of toxicity, cumulative side- 
effects, or loss of efficacy were observed despite con- 
tinuous administration of the drug for more than 3 
years. No sedatives or opiates were found necessary. 
Only dimenhydrinate (Dramamine) or diphenhydra- 
mine (Benadryl) hydrochloride, in doses of 50 mg. at 
night or in smaller daytime doses, were used for their 
antispasmodic action in excitable and nervous patients. 
Full, unrestricted diet, except for alcohol in any form, 
was urged in all cases. Psychotherapy was not re- 
quired. 


Effect of Corticotrophin on Secretion of Aldosterone. 
A. F. Muller, A. M. Riondel and E. L. Manning. Lan- 
cet 2: 1021-1024 (Nov. 17) 1956 [London]. 


The effect of corticotropin on the secretion of aldo- 
sterone was studied in patients selected at random and 
in several healthy people under strictly controlled but 
differing metabolic conditions. The experiments 
proved that corticotropin stimulates the adrenal cortex 
to secrete aldosterone, but there was a striking divers- 
ity in results. This can be explained by earlier investi- 
gations, which proved that there is a homeostatic 
corticotropin-independent regulation of aldosterone 
through body-fluid shifts. In particular, the secretion 
of aldosterone seems to be related to changes of some 
extracellular fluid volume: expansion decreases urin- 
ary excretion of aldosterone, and contraction of the 
extracellular compartment increases it. 

Since the metabolic consequences of the administra- 
tion of corticotropin include expansion of the extra- 
cellular fluid, a gain in weight through retention of 
sodium and water, and an internal shift of water from 
the cells to the extracellular compartment—precisely 
the situation that calls for a diminution in the secretion 
of aldosterone—it is not surprising to find the 24-hour 
urinary excretion of aldosterone after the administra- 
tion of corticotropin variable and irregular, depending 
on the relative importance of the homeostatic cortico- 
tropin-independent regulation, and the metabolic con- 
ditions of the experiment. This interpretation explains 
satisfactorily not only the inconsistent and differing 
results of administering corticotropin in preliminary 
studies carried out by the authors but also the contra- 
dictory statements that have been published about 
the effect of corticotropin on aldosterone. The urinary 
excretion of aldosterone after an injection of cortico- 
tropin always represents the resultant of a homeostatic 
mechanism and of stimulation by corticotropin. 


Observations on 100 Patients with Sciatica Treated 
with Intraspinal Injections of Hydrocortisone Acetate. 
E. Barbaso. Minerva med. 47:1152-1154 (Oct. 13) 1956 
(In Italian) [Turin, Italy]. 


One hundred patients with sciatica were treated 
with intraspinal injections of 1 cc. (25 mg.) of hydro- 
cortisone acetate. Fifty patients received 1 injection, 
49 received 2 injections and 1 received 3 injections. 
Headache occurred after 28 injections (18.5%), fever 
after 13 (8.8%), and diffuse pain in the neck after 11 
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7.3%). The results were very good in 13 patients, good 

in 24, fair in 23, and poor in 25; 15 patients were 
therapeutic failures. The effects were still present in 
some patients examined several months after the in- 
jection, but in others they lasted a few weeks and in 
still others a few days only. Eight patients were ex- 
amined 8 to 12 months after they had received the 
injection and had shown good results; 7 of these pa- 
tients were still in very good health, and 1 had a 
relapse of sciatica with very severe pains 40 days after 
the injection. 

Intraspinal injections of hydrocortisone acetate are 
advised mainly for patients with severe symptoms who 
do not derive any benefit from the usual antalgic 
therapies. The steroid has a very marked antiphlogis- 
tic effect when it comes in close contact with the dis- 
eased root, but it is not a substitute for surgical 
intervention when the pain is the result of a severely 
herniated disk. 


Spontaneous Disappearance of Gallstones. M. C. 
Miller. Gastroenterology 31:588-591 (Nov.) 1956 [Balti- 
more}. 


A young woman had many attacks of biliary colic 
during pregnancy. One attack occurred during her 
labor and 2 attacks after delivery. Oral cholecystog- 
raphy 3 weeks after delivery showed a normally func- 
tioning gallbladder containing many small radiolucent 
calculi, presumably of cholesterol. Cholecystectomy 
was advised and laparotomy was performed, but no 
gallstones were found. The gallbladder was opened 
after removal. It contained normal clear bile. The 
mucosa of the gallbladder was rather whitish and a 
little roughened in color and appearance. Surgery for 
cholelithiasis in the immediate postpartum period 
should be deferred for several months and cholecys- 
tography routinely repeated before surgical interven- 
tion. The literature fails to reveal a similar case report. 


The Gastric Condition in Patients with Pulmonary 
Tuberculosis: Its Alterations in the Course of Treat- 
ment with Antibiotics. J. Chénebault and P. Bertin. 
Semaine hdp. Paris 67:3497-3505 (Nov. 14) 1956 (In 
French) [Paris]. 


An exact picture of the condition of the stomach in 
patients with pulmonary tuberculosis has been ob- 
tained by the study of the gastric secretion occurring 
after histamine stimulation. Gastric intubation was the 
method of choice. It was used in 115 patients with pul- 
monary tuberculosis and without previous gastric dis- 
turbances. Ninety patients (78.2%) were less than 40 
years old. Forty-eight (41.7%) had symptoms of pul- 
monary tuberculosis for less than 6 months since their 
admission to hospital. Gastric alterations were found 
in 108 patients (93.9%), 70 of whom were men and 38 
women. Forty-eight of these had mild symptoms of 
gastritis and 60 (50.8%) had moderate or severe gastric 
symptoms. Gastritis led in all patients to hypochlor- 
hydria and gradually to achlorhydria. Gastritis depend- 
ed on the extent of the pulmonary lesions, but there 
did not seem to be any correlation between the dura- 
tion of the pulmonary lesions and the severity of gas- 
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tric disease. Pulmonary tuberculosis produced gastric 
disorders by a mechanism not vet well understood. 
Notable improvement of gastritis occurred after 30- 
to-40-day treatment with antibiotics, which probably 
act directly on the gastric secretion. Isoniazid was 
effective by its antiallergic and antispasmodic action. 
The effect of aminosalicvlic acid on the stomach in 
10 patients was studied with the aid of gastric intuba- 
tion. High gastric acidity (total and free) was observed 
in 5 of these patients (50%). This finding suggests that 
gastralgia that occurs in patients with pulmonary tu- 
berculosis treated with aminosalicvlic acid is caused 
by the hyperacidity. 


Typhoid Form of Infectious Mononucleosis. E. Dahl. 
Nord. med. 56:1493-1495 (Oct. 11) 1956 (In Norwegian) 
[Stockholm]. 


Of the 3 forms of infectious mononucleosis com- 
monly considered, the glandular. the anginous, and 
the typhoid, the last-named is the most difficult to di- 
agnose. Fever dominates, and there may not be pal- 
pable lymph nodes. The onset may be sudden, with 
exanthem after some days; the spleen is often enlarged. 
The Widal and Paul-Bunnell reactions can establish 
the diagnosis. Recurrence is frequent, and the course 
is usually more protracted than in the other forms. 
The lungs and bronchial Ilvmph nodes are infrequently 
affected. In the case presented. in a woman aged 29, 
these organs were apparently the first to be affected, 
and later also the liver. The symptoms were compli- 
cated by intestinal hemorrhage. There was constant 
cough, with pain in the thorax. Improvement, both 
subjective and objective, did not set in until after 
pneumothorax had occurred. Recovery is ascribed to 
the administration of massive doses of corticotropin. 
Chloramphenicol was the only antibiotic to produce 
any effect. 


Early Diagnosis of Pernicious Anemia with Report of 
Case. H. P. 0. Kristensen and A. S. Olesen. Ugesk. 
leger 118:1228-1231 (Oct. 18) 1956 (In Danish) [Co- 
penhagen]. 


The importance of determination of the vitamin 
B,. content of the plasma as a supplement to exami- 
nation of the bone marrow in the diagnosis of incipient 
pernicious anemia is illustrated by a case in which 
there was a combination of moderately grave achylic 
iron deficiency anemia and beginning pernicious 
anemia. Treatment with iron fully normalized the 
hemoglobin percentage, but the vitamin B,, content 
of the plasma was reduced. Repeated examination of 
the bone marrow after treatment with iron revealed 
distinct megaloblastic changes. which disappeared on 
parenteral treatment with vitamin B,.. Recognition 
of megaloblastic changes in the bone marrow early in 
pernicious anemia may be difficult. If beginning meg- 
aloblastic changes in the bone marrow are suspected 
in patients with simultaneous signs of iron deficiency, 
the plasma B,, level should be determined and exam- 
ination of the bone marrow repeated after energetic 
treatment with iron. 
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SURGERY 


The Surgical Treatment of Chronic Constrictive Peri- 
carditis. W. G. Bigelow, F. G. Dolan, D. R. Wilson 
and R. W. Gunton. Canad. M. A. J. 75:814-819 (Nov. 
15) 1956 [Toronto]. 


A radical excision of a constricting pericardium or 
a subtotal pericardectomy was performed in 13 pa- 
tients between the ages of 16 and 56 years with con- 
strictive pericarditis. The venous pressure was elevated 
in all patients, the average venous pressure being 24 
mm. of sodium chloride solution. Twelve patients had 
signs of failure of the right side of the heart. All pa- 
tients were prepared for the operation with digitalis 
and were maintained on this drug for several months 
after the operation to prevent dilatation of the heart, 
which may occur after removal of the pericardium. 
A trans-sternal incision, with both sides of the chest 
open, allowed a subtotal pericardectomy with the 
greatest safety. All the pericardium lving over the 
ventricles was removed. including the apex and dia- 
phragmatic surface. Both venae cavae and both lung 
roots were dissected free in all patients. Four of the 
13 patients who were considered poor operative risks 
were operated on with the aid of hypothermia at a 
body temperature of from 30 to 31 C (86 to 87.8 F). 

There was one operative death, in a patient with 
preexisting but unrecognized coronary disease. One 
postoperative death was caused by hepatic insuffi- 
ciency in a patient in the terminal stage of his disease 
with advanced pulmonary fibrosis and cardiac cirrho- 
sis. One of the 11 survivors was operated on too re- 
cently for proper evaluation. The remaining 10 patients 
were followed up trom 14 months to 3 vears, with an 
average of 2 vears. Seven obtained excellent results. 
There was continued improvement in venous pressure, 
circulation time, total blood volume, and cardiac out- 
put. Preoperative edema and jugular distension dis- 
appeared. Two patients obtained good results, and 
one patient obtained fair results but was improving. 
Clinical results and hemodynamic studies would sug- 
gest that adequate excision of the pericardium is an 
important factor in success. 


Peripheral Embolism. L.. E. Laurent and R. Gordin. 
Finska lak.-siillsk. handl. 99:28-39, 1956 (In Swedish) 
| Helsinki]. 


From 1933 to 1955, 105 patients (42 men, 63 women, 
over one-third aged more than 70) with peripheral 
embolism were treated in Maria Hospital in Helsinki. 
Ninety had cardiac defects. Embolectomy was done 
in 23 patients, 47 received conservative treatment with 
anticoagulants, and 35 were treated conservatively 
without anticoagulants; amputation for gangrene was 
performed in 27 patients. Fifty patients were dis- 
charged with good peripheral circulation, 12 were dis- 
charged after amputation for gangrene, and 43 died. 
The results in patients with embolism of the aortic 
bifurcation, and the iliac and the femoral artery were 
especially poor. The outcome of conservative treat- 
ment combined with anticoagulants in patients with 
embolism in the arm, the popliteal artery, and distal 
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to it was good, and embolectomy rarely seemed to be 
indicated. The prognosis for life is uncertain because 
of the basic disease and the age of the patients. If im- 
mediate conservative treatment with administration 
of anticoagulants does not result in improvement with- 
in a few hours, embolectomy must be performed and 
followed by anticoagulation treatment. To improve 
the result of treatment of peripheral embolism it is 
important to have a consistent therapeutic plan. 


Chemodectoma of the Glomus Intravagale: Report of 
Two Cases: One with Regional Lymph Node Metas- 
tases. K. B. Coldwater and D. R. Dirks. Surgery 40: 
1069-1080 (Dec.) 1956 [St. Louis]. 


Chemodectomas in the upper part of the neck usu- 
ally arising from the carotid body or glomus jugulare 
are also known as nonchromaffin paragangliomas, 
carotid-body-like tumors, and receptomas. Two cases 
are presented that the authors believe represent the 
eighth and ninth recorded chemodectomas, or non- 
chromaffin paragangliomas, arising in the glomus in- 
travagale, and the second case is the first such tumor 
observed with regional lymph node metastases, al- 
though widespread bony metastases from this tumor 
were reported by Burman, in 1955. The 2 patients 
presented clinical symptoms suggesting chemoreceptor 
activity and vagal dysfunction: “blacking out” spells 
following exertion with its concomitant hyperventi- 
lation, postprandial epigastric pain, sweating, vomit- 
ing, dizziness, and palpitation in case 1; “blacking out,” 
hypotension, and unusual carotid sinus sensitivity re- 
lieved bilaterally by operation in case 2. 

Nodular clusters of nonchromaffin paraganglionic 
tissue identical to that described in these tumors have 
been found in 5 locations in the body: (1) the region of 
the bifurcation of the common carotid artery, the 
carotid body; (2) near the aortic arch, the aortic bodies; 
(3) the adventitia of the dome of the jugular bulb and 
along the course of the ramus tympanicus of the glos- 
sopharyngeal nerve (glomus jugulare and paraganglion 
tympanicum); (4) the region of the ganglion nodosum 
of the vagus nerve (paraganglion or giomus intrava- 
gale or juxtavagale); and (5) the region of the ciliary 
ganglion (paraganglion ciliare). It has been suggested 
that these tissue collections represent the components 
of a nonchromaffin paraganglionic system or a system 
of chemoreceptor organs. The carotid and _ aortic 
bodies have been shown to be sensitive to changes in 
oxygen tension, carbon dioxide tension, and blood pH, 
and it seems likely that the collections of histologically 
identical tissue in the other locations listed above may 
have similar function. The majority of chemodectomas 
or nonchromaffin paragangliomas are benign tumors. 
A small percentage that exhibit a less regular histo- 
logical pattern invade locally and may metastasize to 
lymph nodes, viscera, or bone. The glomus intravagale 
tumors, as a group, are more aggresive than carotid 
body tumors. Three of the 9 reported cases have ex- 
hibited malignant characteristics showing, respective- 
ly, local bone invasion, widespread bone metastases, 
and lymph-node metastases. The combination of a 
mass in the neck and symptoms indicating altered 
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chemoreceptor and vagal activity should suggest the 
clinical diagnosis of chemodectoma, although the ex- 
act site of origin of the lesion may not be apparent un- 
til after surgical exposure. 


Considerations on 100 Patients with Bilateral Cancer 
of the Breast. P. Bucalossi, V. C. Catania and T. Rock. 
Tumori 42:538-558 (July-Aug.) 1956 (In Italian) [Mi- 
lan, Italy]. 


The authors studied 3,600 patients with carcinoma 
of the breast who were admitted to the National Insti- 
tute for the study and treatment of tumors in Milan, 
Italy, between 1928 and December, i955. Bilateral 
carcinoma of the breast was present in 197 patients. A 
report is made on 100 of these patients; the remaining 
97 were excluded either because the spread of carci- 
noma from one breast to the other was caused by 
lymphangitis or because the carcinoma of the contra- 
lateral breast was preceded by a local relapse of/or a 
distal lymph node metastasis caused by the original 
tumor, or because visceral or bone metastasis preceded 
or occurred simultaneously with the tumor in the other 
breast. Bilateral breast carcinoma occurred simulta- 
neously in 26 of 100 patients reported on and occurred 
successively in the other 74. Studies made on the his- 
tory of the 100 patients showed that their genital life 
was longer than the genital life of patients with other 
types of carcinoma. The quadrant of the breast in 
which the carcinoma was present had no relation to 
the classic route of lymphatic spread. The prognosis 
was more unfavorable in patients with metastasis to 
the lymph nodes of the internal mammary chain. Re- 
sults 5 years after surgical treatment in patients with 
unilateral breast carcinoma were not different from 
those in patients with bilateral breast carcinoma. The 
results depended rather on the invasion of the regional 
lymph nodes. The so-called prophylactic removal of 
the healthy breast did not improve the results obtained 
after 5 years. 


Late Results of Surgical Treatment for Thyrotoxicosis. 
S. Borgstrém. Acta chir. scandinay. 111:351-368 (No. 
5) 1956 (In English) [Stockholm]. 


Three hundred seventy-nine patients with thyrotox- 
icosis underwent primary subtotal thyroidectomy at 
the department of surgery, Lund Lasarett, during the 
period 1926 to 1939. Three hundred sixty of them 
were under observation for from 15 to 28 years; 14 
patients died during the first postoperative years, and 
5 could not be traced. Ninety-four of the remaining 
patients died during the period of observation. Follow- 
up examinations were started in 1946 and continued 
until the end of 1954 in 297 patients. Preoperative 
basal metabolic rate, age at operation, sex distribution, 
and proportion of nodular and diffuse goiter do not 
differ to any noteworthy degree from those of other 
authors’ series. Eleven patients had received contin- 
uous thyroid therapy for hypothyroidism, for from 6 
to 20 years. Seventeen patients (5.7%) required treat- 
ment for postoperative tetany. The incidence of post- 
operative tetany was high and the onset of recurrences 
late. These two observations suggest that the operation 
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was radical. Postoperative vocal change occurred in 
46% of the patients with a singing voice, consisting in 
45% of deterioration. Postoperative vocal change was 
noted in 12% of the patients lacking a singing voice; 
one voice had become clearer. One hundred thirteen 
patients underwent laryngoscopy; the recurrent laryn- 
geal nerve palsy was noted in 2 patients (1.8%). No 
instance of bilateral involvement has occurred. Sev- 
enty-one patients (24%) reported a permanent anxiety 
state. Eighteen patients have been or are still hospital- 
ized in mental homes. Two committed suicide. The 
high proportion of emotionally unstable patients is not 
due to a current increase in the basal metabolic rate. 
Excessive mortality among the female patients (95- 
99%) operated on for toxic goiter occurred after the 
first 5 postoperative years, and is due solely to the 
large number of deaths from disease of the circulatory 
system. A relation between excessive mortality from 
disease of the circulatory system and preceding 
thyrotoxicosis may exist. The chain of evolution runs 
from toxic goiter, which produces brain damage, 
through emotional instability with resulting hyperten- 
sion, to an excessive mortality from cardiovascular 
disease. Thyrotoxic patients should be kept under ob- 
servation throughout their lifetime, not only for hypo- 
thvroidism and hyperthyroidism, but also for changes 
in the emotional and cardiovascular states. 


Postgastrectomy Syndrome. H. k. Lassen. Acta med. 
scandinav. 155:475-483 (No. 6) 1956 (In English) 
[Stockholm]. 


The sequelae that may develop after gastric resec- 
tion for gastric or duodenal ulcer consists of dumping, 
weight loss, anemia, neurasthenia, recurrent ulcer, 
jejunal or marginal ulcer, hemorrhage, cancer of the 
stomach stump, biliary regurgitation, diarrhea or con- 
stipation, difficulties in gastric emptying, gastritis, 
anastomositis or jejunitis, vitamin deficiencies, and 
pulmonary tuberculosis. 

Two hundred twenty-one patients between the ages 
of 20 and 76 vears with gastric or duodenal ulcer who 
underwent some form of surgical treatment, such as 
gastric resection, gastroenterostomy, or vagotomy, 
at the surgical department of the Central Hospital in 
Randers, Denmark, between 1948 and 1953 were 
studied with regard to the occurrence of the sequels. 
One hundred sixty-five of the 221 patients survived. 
Excellent results were obtained in 86 (52.8%, group 1) 
of the 163 patients, fair results in 61 (37.4%, group 2) 
and poor results in 16 (9.8%, group 3). Mild to mod- 
erate dumping occurred in 54 patients of group 2 and 
5 of group 3. Fifteen patients of group 1, 27 of group 
2, and 9 of group 3 were underweight. Four patients 
of group 1, 3 of group 2, and 1 of group 3 had a 
tendency to diarrhea. Constipation occurred in | pa- 
tient of group 1, in 8 of group 2, and in 2 of group 3. 
Only 5 of the 147 patients in whom the hemoglobin 
level was determined had a hemoglobin level below 
80%, the lowest being 45%. Recurrent, jejunal, or 
anastomotic ulcers were not detected, and no late 
hemorrhages were observed after gastrectomy. Cancer 
of the gastric stump did not occur. Difficulties in 
gastric emptying were observed in some patients. Two 
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patients were depressed, and one had _ hysterical 
paresis of one arm. Active pulmonary tuberculosis oc- 
curred in 2 patients. 

Gastrectomy is the operation of choice to relieve 
ulcer symptoms of long duration. In an attempt to 
assess the results of gastrectomy in patients with 
peptic ulcer, one should compare the postoperative 
condition with that during the ulcer disease and not 
with the condition before the onset of the ulcer. 


Collagen Disease of the Small Bowel. I. Marshall. New 
England J. Med. 255:978-983 (Nov. 22) 1956 [Boston]. 


The term collagen disease implies a systemic altera- 
tion of the connective tissue as seen in rheumatic 
fever, lupus erythematosus disseminatus, generalized 
scleroderma, dermatomyositis, serum sickness, peri- 
arteritis nodosa, and possibly intestinal lipodystrophy 
(Whipple’s disease). The histories of 3 patients with 
collagen disease primarily of the small intestine but 
also of other areas are presented. The first patient, a 
47-year-old man, presented scleroderma and Ray- 
naud’s phenomenon in all 4 extremities. X-ray studies 
demonstrated delayed motility of the upper jejunum 
as well as an increased caliber and diminished peri- 
stalsis of the small intestine. Two laparotomies at in- 
tervals of 9 months revealed the gross aspects of the 
early and late stages, and these together with the 
microscopic findings validated the diagnosis. The re- 
section of the diseased intestine resulted in recovery. 
This is the first case successfully treated by surgery. 
In the second patient, a 35-year-old woman, no clin- 
ical signs of scleroderma were observed, although the 
microscopic examination with Ritter-Oleson periodic 
acid stain revealed generalized scleroderma involving 
the skin, esophagus, small intestine, lung, kidneys, 
and heart and even the pancreas, liver, spleen, and 
bone marrow. The correct diagnosis was established 
at autopsy. X-ray studies of the gastrointestinal tract 
showed dilation, with barium retention and dimin- 
ished peristalsis. The gross gastrointestinal changes 
characterized by gray areas and enlarged regional 
mesenteric lymph nodes are typical of the late stage 
corresponding to advanced polymerization of the 
mucopolysaccharides. The third patient, a 23-year-old 
man, had pain and distention of the upper part of the 
abdomen after food ingestion, but x-ray changes and 
the peripheral signs of scleroderma and Raynaud's 
phenomena were absent. Laparotomy and histological 
studies established the diagnosis. 

Involvement of the skin or Raynaud’s phenomenon 
was not always present in these patients. The appear- 
ance of the intestine in the early stages of collagen 
disease, characterized by edema, diminished tone and 
peristalsis, and enlarged caliber, associated with en- 
larged, soft lymph nodes and dilated radial lymphatics 
filled with white substance, provides an added means 
of identification. The late stage of collagen disease of 
the small intestine is characterized by white, sclerosed 
serosal surfaces and diminished tone and peristalsis, 
with hard, palpable lymph nodes. Intestinal lipo- 
dystrophy (Whipple’s disease) is associated with en- 
larged, soft lymph nodes. The mesentery in these 
cases also showed fatty infiltration. A recent study 
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with mucopolysaccharide stains showed that the 
“fatty substance,” which was supposed to occupy the 
vacuoles and was regarded as diagnostic of intestinal 
lipodystrophy, is really collagen ground substance. In- 
testinal lipodystrophy may be another form of collagen 
disease. 


Massive Hemorrhage from Peptic Ulcer Following 
Operation or Trauma: A Report of Seven Cases with 
Six Recoveries. |. Goldfarb and H. C. Saltzstein. Gas- 
troenterology 31:525-529 (Nov.) 1956 [Baltimore]. 


The occurrence of peptic ulcer in the period follow- 
ing an operation for an unrelated condition (or trauma) 
has recently been emphasized. Seven patients with 
severe peptic ulcer following major surgery were re- 
ported. Intestinal hemorrhage occurred in 1] patient. 
It responded to 1,500 cc. of blood given daily for sev- 
eral days. X-ray study was negative after 2 months of 
conservative regimen. Recovery followed administra- 
tion of 20 pints of blood during 4 days in another 
patient. Elective gastrectomy was necessary here be- 
cause of the persistence of symptoms. Emergency 
gastrectomy was required in the other 5 patients. One 
of these died. Tissue hypoxia following operation or 
the stress of trauma and infection is frequent and 
develops insidiously. In burns hemoconcentration may 
dispose to gastrointestinal ulcer. The peptic ulcer is 
often more dangerous than the original disease. These 
patients require emergency gastrectomy even in the 
absence of a previous ulcer history. 


Emergency Gastrectomy as a Preferred Mode of Ther- 
apy for Perforated Gastroduodenal Ulcer. F. R. Allen. 
J. Nat. M. A. 48:384-388 (Nov.) 1956 [New York]. 


The principle of emergency gastrectomy as the pre- 
ferred method of treatment for perforated ulcer was 
adopted on the surgical service of Harlem Hospital in 
New York City. Thirty-six patients with perforated 
peptic (duodenal) ulcers and 2 with perforated carci- 
nomatous (gastric) ulcers were operated on. Fifteen 
of the 38 patients were subjected to a primary gas- 
trectomy, 18 to a simple closure of the perforation, and 
5 to a delayed gastrectomy between the 14th and 21st 
day after the perforation. The chief requisite for the 
gastrectomy has been that the patient be in good con- 
dition at the time of the operation. Gastric resection 
can be performed safely with time between pertora- 
tion and operation beyond the 8-hour limit, and pa- 
tients over 60 years of age can be sately treated by 
gastrectomy. An appraisal of the physiological rather 
than the chronological age proved to be the pertinent 
factor as to determine the feasibility of a gastrectomy. 

The emergency gastrectomy requirements are the 
same as those for the elective procedure, namely, re- 
moval of the ulcer and the pylorus; a high gastrectomy 
(75 or 80% of the stomach). The author favors the Hof- 
meister antecolic gastrectomy with isoperistaltic or 
antiperistaltic gastrojejunostomy. He also favors plac- 
ing a Penrose drain adjacent to the closed duodenal 
stump and bringing it out through a subcostal stab 
wound incision. The operation is performed with the 
aid of general anesthesia, preferably intratracheal. 
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Blood transfusions are given during the operation. 
Penicillin, streptomycin, or the broad-spectrum type 
antibiotics are administered postoperatively, and naso- 
gastric suction is instituted for 48 to 72 hours postop- 
eratively. Vitamins are given in large doses. 

None of the 15 patients subjected to subtotal gas- 
trectomy died. Five (22.2%) of the 18 patients with 
perforated ulcers treated by simple closure died. De- 
lirium tremens, peritonitis, and pneumonia were the 
chief causes of death. The time between perforation 
and operation was 10, 11, 15, 48, and 96 hours respec- 
tively. The ages of the 5 patients were 31, 48, 49, 54, 
and 55 years. No death occurred among the 5 patients 
who after simple closure had a delayed gastrectomy 
on the l4th, 15th, 18th, 20th, and 21st days respec- 
tively. 


NEUROLOGY & PSYCHIATRY 


Unusual EEG in Unconscious Patient with Brain Stem 
Atrophy. A. Lundervold, T. Hauge and A. C. Loken. 
Electroencephalog. & Clin. Neurophysiol. 8:665-670 
(Nov.) 1956 [Montreal, Canada]. 


A 63-vear-old man was admitted to the neurosurg- 
ical department of the University Hospital in Oslo 
with clinical signs indicating a bulbar lesion. To con- 
firm the suspected vascular lesion of the brain stem 
an injection of 6 ml. of Thorotrast was made into the 
right vertebral artery. Three minutes after the injec- 
tion a pronounced aggravation of his bulbar signs 
was evident and the patient became unconscious. 
There was no response to pain stimuli. There was 
hypotonic quadriplegia, and, after some weeks, loss 
of all deep reflexes. The arteriogram showed contrast 
filling of the arteries of the brain stem, including the 
superior cerebellar arteries, but not of the posterior 
cerebral arteries. The patient’s clinical condition re- 
mained unchanged for a year and a half, when he 
suddenly succumbed to coronary thrombosis. The 
autopsy revealed arteriosclerosis of the vertebral ar- 
terial system and an obliterated saccular aneurysm at 
the top of the basilar artery obstructing the passage 
of contrast medium from the basilar to the posterior 
cerebral arteries; this explained the nonfilling of 
these arteries in the arteriogram. The cerebellar cor- 
tex, the dentate nuclei, and the root nuclei were for 
the most part destroyed. 

During the patient's stay in the hospital 17 electro- 
encephalographic recordings were made, 2 of them 
before the vertebral angiography. No pathological 
cerebral electric activity was recorded in this patient 
either before or after his loss of consciousness. The 
autopsy findings proved the posterior cerebral arteries 
to be filled via the carotid system, which explained 
their nonfilling in the vertebral arteriogram. It would 
seem reasonable therefore to assume that the slow 
waves often described in states of unconsciousness 
are derived from structures supplied by the posterior 
cerebral arteries. These structures are not necessarily 
affected in all cases of unconsciousness, as is shown 
in the present case. Similar cases of normal electro- 
encephalographic recordings in unconscious patients 


> 


498 MEDICAL LITERATURE ABSTRACTS 

have been published, occurring in a patient with a 
pontomesencephalic hemorrhage and in one with an 
infiltrating glioma of the lower pons and medulla. 
Considerable evidence has thus been adduced in 
support of the contention that unconsciousness is 
not necessarily attended by electroencephalographic 
changes when the lesion in question is situated below 
that area of the brain stem that depends for its blood 
supply on the posterior cerebral arteries. 


EEG Changes in Amyotrophic Lateral Sclerosis. W. J. 
Friedlander. Electroencephalog. & Clin. Neurophysiol. 
8:678-681 (Nov.) 1956 [Montreal, Canada]. 


The electroencephalograms of 15 patients with 
amyotrophic lateral sclerosis or progressive spinal 
muscular atrophy were reviewed. It was found that 
electroencephalographic changes are unusual, and, 
when they do occur, they are not very great. The most 
common cause of the alteration of the electroen- 
cephalogram is probably cerebral anoxia secondary 
to respiratory difficulty. 


Loss of Right Hemisphere Due to Natural Causes: 
Absence of Functioning Right Thalamus with Related 
Thalamic Syndrome and Continued Recognition of 
Painful Stimuli on the Hemiplegic Side. S$. Weiss, I. 
Levy, D. Smith and J. L. O'Leary. Electroencephalog. 
& Clin. Neurophysiol. 8:682-684 (Nov.) 1956 [Mont- 
real, Canada]. 


At age 40, in 1937, the woman whose history is re- 
ported complained of life-long, severe, intermittent 
left temporal headache of migranoid character. She 
was admitted in 1940 to St. Luke’s Hospital, St. Louis, 
in a semicomatose state, suspected of having a right 
parietal lobe tumor. Craniotomy revealed a massive 
right subdural hematoma extending from the mid- 
parietal region to the frontal tip. The right frontal 
lobe was pulpy, and a gush of blood appeared from 
its interior. To obtain hemostasis a frontal lobectomy 
was done, excluding the motor cortex but removing 
all of the lobe anterior to it. Systemically, postopera- 
tive recovery was uneventful; but from the beginning 
both cerebration and speech were slow. She was also 
totally unable to grasp abstract ideas. One month 
postoperatively she commenced to experience inter- 
mittent burning pain in her left arm and leg. As time 
progressed the burning pain affected her whole left 
side and changed from paroxysmal to constant char- 
acter. It was relieved only by opiates. The last com- 
plete neurological examination was accomplished in 
1952, the year of her death from a coronary throm- 
bosis. 

At autopsy, the right hemisphere was entirely miss- 
ing with the exception of small detached fragments 
of cortex tentatively identified as lingual gyrus and 
gyrus rectus. The only remainder of the right thalamus 
was a small nubbin attached to the mesial wall of the 
left one. The case has neurophysiological interest be- 
cause of a thalamic syndrome of unremitting pain 
upon her hemiplegic left side and other evidence that 
she could recognize painful stimuli there. In the ab- 
sence of thalamic relay and association nuclei, and 
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with no appreciable remainder of the midline thala- 
mus, it is believed that the recognition of pain could 
only have occurred by paths leading to the homo- 
lateral thalamus, or alternatively in the brain stem 
reticular substance. 


Cerebral Metastases in Cancer of Lung. R. Jeri and R. 
Landa. Rev. Neuro-psiquiat. 19:215-244 (June) 1956 
(In Spanish) [LLima, Peru]. 


Cancer of the lung gives the greatest incidence of 
cerebral metastases. When the cerebral metastases 
occur the tumor has already metastasized to several 
other structures. Neurological symptoms and changes 
of the peripheral nerves may appear early in the course 
of the disease either from cerebral metastases or from 
nonmetastasing degenerative lesions of the brain, the 
cerebellum, and the peripheral nervous system. Ten 
cases of cancer of the lung with cerebral metastases 
are reported. The patients were between 30 and 50 
years of age. Respiratory symptoms consisting of 
cough with or without sputum and chest pain that 
had lasted for about 2 months or a year predominated 
in 4 patients. Neurological symptoms of 2 months’ 
duration, consisting of mental disorders, severe head- 
ache, hemiplegia, and convulsions, were present in 6 
patients. Roentgen examination of the chest showed 
the pulmonary tumor clearly in 9 cases and vaguely 
in 1 case. The diagnosis was confirmed by histological 
examination of bronchial secretion obtained by bron- 
choscopy in 7 cases and by the study of the cerebral 
tumor removed by craniotomy in the other 3. Cranial 
roentgen examination was of no aid in diagnosis of 
the cerebral tumor. The electroencephalogram indi- 
cated a tumor in 3 out of 5 cases. A craniotomy was 
performed in 5 patients with a severe intracranial 
hypertension. In 5 patients with intracranial hyper- 
tension craniotomy for removal of the tumor and 
ample internal decompression were made and _ fol- 
lowed by immediate postoperative roentgen therapy. 
The 5 patients with cerebral metastases and without 
intracranial hypertension had roentgen therapy to the 
primary pulmonary and the metastatic lesions. Total 
roentgen irradiation of the cranium with doses of 
3,500 r was given. Nine patients died within 3 months 
of hospitalization. The only patient who is living 6 
months after hospitalization had craniotomy and im- 
mediate postoperative roentgenotherapy. 


Facial Palsy. T. Cawthorne and D. R. Haynes. Brit. 
M. J. 2:1197-1200 (Nov. 24) 1956 [London]. 


The authors report on 557 patients with isolated 
nuclear or infranuclear facial palsy who were referred 
to the National Hospital for Nervous Diseases in Lon- 
don between 1952 and 1954. The high incidence of 
facial palsy is attributed to the long and _ tortuous 
course of the facial nerve through the fallopian canal 
in the temporal bone. Ischemia may result from any- 
thing that causes a segment of the nerve or of its 
covering to swell and to squeeze the blood vessels in 
the bony canal. This was probably the cause in 347 
(62%) of the 557 patients. Injury was the cause of 
peripheral facial palsy in 84 patients (15%) and a lesion 
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in the region of the geniculate ganglion in 39 (7%). 
Differential diagnosis between a lesion close to the 
stylomastoid foramen, in the region of the geniculate 
ganglion, and in the facial nucleus itself may often be 
possible by testing the patient's ability to taste and 
to lacrimate. 

One hundred sixty-nine of the 347 patients with 
Bell’s palsy who presented the largest group were 
men and 178 were women, and 230 (66%) were be- 
tween the ages of 21 and 50. One hundred eighty- 
four patients had right-sided facial palsy, 161 left- 
sided, and 2 had bilateral facial palsy. One hundred 
eleven patients with complete and 67 with incomplete 
Bell’s palsy were followed for at least 6 months; full 
spontaneous recovery occurred without surgical treat- 
ment in 47 (42%) of the 111 patients and in 57 (85%) 
of the 67. Full recovery of movement, however, is 
most unlikely, and surgical exposure of the nerve 
trunk in the fallopian canal should be considered if 
total paralysis from whatever cause with loss of elec- 
trical conductivity is present after 1 month. Facial 
nerve operations were performed on 196 patients. 
Decompression was carried out in 110, with good re- 
sults in 86, fair in 21, and poor in 3. Exploration for 
injury or infection was done in 54, with good results 
in 31, fair in 17, and poor in 6. A nerve graft was em- 
ployed in 32, with good results in 19, fair in 8, and 
poor in 5. 


Meningococcemia in Two Siblings with Special Refer- 
ence to Gangrene as a Complication in One Case. F. 
Tevetoglu, C. P. Trevino and C. Lee. Texas J. Med. 
52:811-813 (Nov.) 1956 [Austin]. 


Two cases of meningococcemia with meningitis oc- 
curring in siblings, aged 5 and 6 years, are reported. 
The 5-year-old boy had had mild symptoms of an 
upper respiratory infection 1 week before he was hos- 
pitalized, and epistaxis, high fever, headache, vomit- 
ing, and diarrhea 4 days later. On the morning of 
admission he became prostrated, and multiple ecchy- 
motic areas appeared on his body. The morning after 
admission the patient appeared stuporous, and _ the 
blood pressure had fallen to 70/40 mm. Hg. He was 
given 10 cc. of adrenal cortical extract intravenously 
and 200 mg. of cortisone daily. The child continued 
to be febrile and stuporous. Stiffness of the neck was 
observed. The toes on both feet began to show signs 
of gangrene; the pulsation in both dorsalis pedis 
arteries was absent. Eight days after hospitalization 
the patient was much less lethargic and nuchal rigid- 
ity had disappeared; all toes became definitely gan- 
grenous, appearing black and dry. Many of the 
ecchymotic areas, especially those over the bony 
prominences, became ulcerated and necrotic. The 
temperature returned to normal after 1 week of hos- 
pitalization. Sulfadiazine was given for 2 weeks, peni- 
cillin for 3 weeks, and cortisone for 10 days. Chicken- 
pox, which developed 19 days after admission, delayed 
the surgical removal of the toes. The disarticulation 
was performed about a month after the first appear- 
ance of gangrene. Secondary closure of the wound 
and skin graft was performed 3 weeks later. The 
wounds healed satisfactorily. 
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The 6-year-old brother of this boy was hospitalized 
less than 4 hours after onset of symptoms. This boy 
also had hemorrhagic spots, and spinal fluid and blood 
cultures were positive for Neisseria meningitidis. Sul- 
fadiazine was administered intravenously for 2 days, 
followed by oral administration. Cortisone was ad- 
ministered daily. The patient improved rapidly, the 
temperature became normal, and meningeal signs dis- 
appeared within 3 days. The child was discharged in 
good condition 2 weeks after admittance. The clinical 
picture of meningococcemia, which may appear in 
both meningitic and septicemic forms, varies in dura- 
tion from acute to chronic and in severity from a mild 
to a fulminating and highly fatal form, the so-called 
Waterhouse-Friderichsen syndrome. Gangrene of the 
extremities from any cause is rarely encountered in 
the pediatric age group. Occasionally it is secondary 
to severe fulminating meningococcic infection, but 
only a few cases resulting from this cause have been 
reported. 


GYNECOLOGY & OBSTETRICS 


Crying of the Fetus in the Uterus. E. Acosta Bendek. 
Obst. vy ginec. latino-am. 14:255-256 (Sept.-Oct.) 1956 
(In Spanish) [Buenos Aires]. 


Crying of the fetus, according to literature, indicates 
fetal suffering and requires (1) rupture of the mem- 
branes, (2) manipulation of the fetus, and (3) entrance 
of air into the uterus. The phenomenon does not 
necessarily indicate fetal suffering. The entrance of 
air in the uterus, however, is an indispensable condi- 
tion. A woman received an intra-amniotic injection of 
700 cc. of oxygen after elimination of 300 cc. of amni- 
otic liquid early in the 9th month of pregnancy for 
visualization of the placenta. When she was placed 
in the Trendelenburg position for radiography the 
fetus began to cry. The cry was audible at a distance 
of 7 m. from the mother. It was heard at repeated 
intervals for 50 minutes and was reproduced on a 
phonographic record. The child was born normal in 
all respects on the 21st day after this had occurred. 
No signs of fetal suffering were observed, and spon- 
taneous respiration was normal. Clinical and roentgen- 
ographic examination of the respiratory tract showed 
that the infant was normal. In some cases crying is 
very clear, but not as clear and loud as in the re- 
ported case. 


Pregnancy and Lupus Erythematosus. E. A. Friedman 
and J. W. Rutherford. Obst. & Gynec. 8:601-610 (Nov.) 
1956 [New York]. 


The study is based on the case histories of 188 fe- . 
male patients with lupus erythematosus under care at 
the Presbyterian Hospital for the 23-year period from 
1932 to 1955. In this group there were 117 who had 
been married, and 101 of these exhibited their disease 
during the reproductive age. There were 181 pregnan- 
cies in 80 of the 101 women, or 2.3 pregnancies per 
tertile patient. This fertility rate borders on the nor- 
mal. However, there was an increased incidence of 
abortions and premature births. The infants, if they 
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are carried to viability, are apparently unaffected by 
the maternal disease. The effect of pregnancy upon 
the course of the disease can be summarized as fol- 
lows: The large majority of patients with the acute 
and subacute disseminated form experience notable 
subjective relief and occasional laboratory reversals 
as well. The basic disease process is not apparently 
specifically affected by the pregnancy, there being 
both exacerbations and remissions occurring in nearly 
equal numbers in early pregnancy. Of interest is the 
lack of change in the 3rd trimester. The disease re- 
sumes its prepregnancy status postpartum, usually 
within 2 months. Exacerbations are the rule, since so 
many become clinically quiescent during the preg- 
nancy. Rapid progression of the disease process by 
pregnancy in patients in whom the disease was pre- 
viously quiescent has been seen, but quite infrequent- 
ly. This occurs in such small numbers that it may 
perhaps be explained as a chance occurrence, the 
pregnancy being an unrelated, superimposed incident. 
The question of therapeutic abortion is discussed and, 
although insufficient data are available, it is implied 
that no real beneficial effect on the course of the dis- 
ease may be expected from it. Exacerbation may oc- 
cur postoperatively in already seriously ill patients. 


Acute Fibrinogen Deficiency in Pregnancy: Diagnosis 
and Treatment. P. Hjort. Tidsskr. norske laegefor. 
76:756-760 (Oct. 15) 1956 (In Norwegian) [Oslo]. 


Acute fibrinogen deficiency in pregnancy is a rare 
complication that is dangerous to life. The patient's 
fate depends on early diagnosis and prompt treatment. 
Fibrinogen deficiency can be established in a minute 
by determining the thrombin coagulation time. In the 
course of 15 minutes the degree of fibrinogen de- 
ficiency can be measured by the modified Schneider 
dilution test. Treatment of grave cases requires ad- 
ministration of fibrinogen, which should be available 
in all major hospitals. 


Eclampsia as a Cause of Death in Mothers and In- 
fants. H. Puder. Geburtsh. u. Frauenh. 16:1013-1023 
(Nov.) 1956 (In German) [Stuttgart, Germany]. 


Puder reviews observations on 463 women with 
eclampsia who were observed between 1906 and 1955 
at a clinic in which 45,148 deliveries took place. The 
average incidence of eclampsia during the 50 years 
was 1%, but it decreased from 2.9% during the years 
from 1906 to 1913 to the present incidence of 0.6%. 
The number of cesarean sections in women with 
eclampsia increased from 13% during the entire period 
(1906-1955) to 27% during the last 9 years (1947-1955). 
The total maternal mortality from eclampsia decreased 
from 13.6% (1906-1955) to 4.3% (1947-1955). The mor- 
tality after cesarean section during the last 9 years 
(1947-1955) was 5.26%, that is, very little higher than 
the total maternal mortality of 4.29%, and during the 
last 6 years there has been no maternal death after 
cesarean section. Eclampsia accounted for about one- 
third of all maternal deaths during the period 1906- 
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1955. In the past 9 years (1947-1955) a fifth of all ma- 
ternal deaths were caused by eclampsia. Neonatal 
mortality was 31.7% (1906-1955) aud 27% (1947-1955). 
In cases where cesarean section had been carried out 
it was reduced to 5% (1947-1955). The statistical re- 
sults clearly indicate the favorable influence of cesar- 
ean section on the maternal and neonatal mortality 
rate in cases of eclampsia. Early active therapy (ce- 
sarean section) in combination with conservative 
methods (use of vasodepressors) is advocated. 


PEDIATRICS 


A Controlled Study of the Use of Prophylactic Anti- 
microbials in Premature Infants: Bacteriologic Obser- 
vations. G. Gialdroni-Grassi, C. V. Pryles and M. Fin- 
land. Pediatrics 18:899-917 (Dec.) 1956 [Springfield, 


Studies of the aerobic bacterial flora of the nose and 
throat were made during the lst month of life in pre- 
mature infants born in the hospital and selected by 
cyclic rotation for treatment with either penicillin 
combined with streptomycin, sulfadiazine, oxytetra- 
cycline (Terramycin) hydrochloride, or sodium chlor- 
ide solution for a period of 10 days. The initial 
cultures made during the first few hours after birth 
vielded no growth in 90% of those made from swab- 
bings of the nose and in 80% of those made from throat 
swabs. The conditions either in the pregnancy, the 
delivery, or the infant at birth were such as to predis- 
pose the baby to contamination in nearly every in- 
stance in which bacterial growth occurred in the 
initial cultures. 

Micrococci (Staphylococci) were most often the first 
organism to appear in both nose and throat and were 
also the most prevalent and most persistent bacteria. 
Coagulase-positive strains were the most frequent in 
nasal cultures and coagulase-negative in those from 
the throat; the latter variety was particularly prevalent 
during the first 10 days. Strains of Streptococcus viri- 
dans ranked next in incidence; they were recovered 
predominantly from the throat cultures and with in- 
creasing frequency through the 30th day. Enterococci 
were cultured only between the 3rd and 15th days. 
Beta-hemolytic streptococci were repeatedly recov- 
ered from a few infants in the sulfadiazine-treated 
group and Hemophilus influenzae was grown once 
from each of 3 infants, but these organisms did not 
cause any overt infections. Coliform organisms first 
appeared during the 2nd week and increased in fre- 
quency through the 30th day. The strains of micro- 
cocci were predominantly resistant to all of the anti- 
microbic drugs used, including sulfadiazine, whereas 
the various streptococci were almost all sensitive to 
these agents. Most of the enterococci were resistant to 
streptomycin alone and moderately resistant to oxy- 
tetracycline. The coliform organisms were nearly all 
resistant to penicillin and to sulfadiazine and most of 
them except the strains of Pseudomonas were sensi- 
tive to streptomycin, alone or in combination with 
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penicillin, and also to oxytetracycline. The strains of 
Proteus were either moderately resistant or resistant 
to oxytetracycline. 

Antimicrobic therapy appeared to have only minor 
and limited effects on the bacteriological findings. 
Enterococci were most frequently isolated in the 
course of antimicrobic therapy, particularly with sul- 
fadiazine or oxytetracycline, but strains of Str. viridans 
or of Escherichia coli were rarely isolated during treat- 
ment with oxytetracycline. Implantation and _persis- 
tence of beta-hemolytic streptococci were not pre- 
vented by treatment with sulfadiazine, although the 
strains isolated were sensitive to that agent in vitro. 
The strains of micrococci, particularly the coagulase- 
positive ones, isolated from the infants treated with 
oxytetracycline, included a smaller proportion that 
were sensitive and more that were resistant to all the 
antibiotics with which they were tested as compared 
with those obtained from the babies in any of the 
other therapeutic groups. 


Giant Cell Pneumonia: Clinicopathologic and Experi- 
mental Studies. J. M. Adams, D. T. Imagava, M. Yoshi- 
mori and R. W. Huntington. Pediatrics 18:888-898 
(Dec.) 1956 [Springfield, 


The authors report 4 cases of giant cell pneumonia 
in 3 boys between the ages of 3 weeks and 5% years 
and in a 2-month-old baby girl. The measles virus was 
evidently the causative agent in 2 patients; the pre- 
sumably viral agent was not identified in the 2 other 
patients. All patients died, and autopsies were per- 
formed. The presence of typical intranuclear and 
cytoplasmic inclusion bodies in single cells as well as 
in giant cells helped to confirm and establish the diag- 
nosis of measles pneumonia in 2 patients. Similar 
autopsy findings consisted of giant cells and cyto- 
plasmic but no intranuclear inclusion bodies in the 2 
other patients with “primary pneumonitis with inclu- 
sion bodies” evidently not caused by measles. 

The development of giant cells was observed in 
tissue cultures infected with adenoviruses and measle 
viruses obtained from patients and in ferrets infected 
with the Lederle strain of ferret-adopted regular 
canine distemper virus and with another strain of dis- 
temper virus designated “hard pad.” Conspicuous 
giant cell production in the lung appears to be a 
rather general virus phenomenon, not peculiar to any 
one virus. 


Unilateral Renal Hypoplasia and Hypertension Dur- 
ing Childhood. B. S. Schultze and H. J. Hillen- 
brand. Kinderarztl. Praxis 24:433-442 (Oct.) 1956 (In 
German) [Leipzig, Germany]. 


Fixed hypertension was observed in an 8-year-old 
boy who had been hospitalized because of grand-mal 
attacks. Angiospastic changes were present in the 
fundus oculi. Intravenous pyelography revealed nor- 
mal function of the left kidney but no contrast filling 
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of the calyces of the right kidney. Retroperitoneal air 
filling showed that, while the size of left kidney was 
near the upper limits of normalcy, the right kidney 
was only about one-third the size of the left one. 
Retrograde pyelography failed to visualize a renal 
pelvis on the right side. Examination of catheter urine 
revealed proteus and coli organisms. The right kidney 
was removed, and histological examination revealed 
severe hypoplasia, hydronephrotic shrinkage, and 
chronic inflammation. Neither the clinical picture, the 
urologic findings, nor the results of the histological 
studies demonstrated whether the renal defect was 
congenital or acquired. 

The postoperative course was uneventful, but there 
was as yet no reduction in blood pressure. Four 
months later, however, the blood pressure values were 
normal and the angiospastic retinitis showed regres- 
sion. The status at the end of 7 months suggested that 
the favorable effect of the nephrectomy will be per- 
manent. Literature reports indicate that the prospects 
of permanent cure of hypertension following removal 
of a diseased kidney are much better in children than 
in adults. While reduction in blood pressure following 
nephrectomy in cases of this type has not been com- 
pletely explained, it is likely that complex processes 
are involved. Although pressor substances in the kidney 
may play a part, the author feels that neurohistological 
findings of Knoche deserve attention. This investigator 
studied the innervation at the vascular pole of a 
Malpighian body and found a neurofibrillar reticulum 
with Schwann’s cells, and believed this to be a sensory 
end-organ that is interposed into the sympathetic sys- 
tem and functions as a “nerve receptor field” for 
blood-pressure fluctuations in the glomerulus. H. 
Becker found that the so-called “paraportal cells” are 
greatly increased during hypertension, and it is pos- 
sible that they are the source of the pressor substances. 
Subjective symptoms in children with hypertension 
may be quite varied, consisting only of headaches, 
dizziness, and nausea. The prognosis is the more fa- 
vorable the earlier the nephrectomy is carried out. 


DERMATOLOGY 


Cutaneous Changes During the Menstrual Cycle: A 
Clinical and Experimental Study Under Physiological 
Condition and After Therapy. F. Kalz and A. Scott. 
A. M. A. Arch. Dermat. 74:493-503 (Nov.) 1956 
[Chicago]. 


Clinical and experimental studies were carried out 
on 60 patients, of whom 50 were women who were 
subject to premenstrual tension and to exacerbation 
of their dermatological lesions. Forty of the 50 women 
had acne vulgaris and 10 had miscellaneous derma- 
toses. A control group consisted of 5 postmenopausal 
women and 5 men; 2 of the men had also acne vul- 
garis. The investigation included the identification of 
the ovulatory cycle by means of weight and tempera- 
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ture records together with the observation of altera- 
tions in existing dermatoses and the emotional states. 
The following experimental methods were used: (a) 
hyaluronidase and histamine wheal resorption for 
measuring fluid retention; (b) measurement of size 
and duration of the flare surrounding the histamine 
wheal for measuring vascular reactivity; and (c) osmic 
acid filter paper prints to estimate activity of sebaceous 
glands. In the women of child-bearing age, a regularly 
recurring pattern was observed that paralleled the 
phases of the ovulatory cycle. Exacerbation of the 
dermatoses and increase in emotional tension occurred 
premenstrually. These changes were correlated to the 
faster wheal-resorption time for both hyaluronidase 
and histamine premenstrually, together with a shorter 
duration of the histamine flare. An increase in seba- 
ceous gland activity was demonstrated on only about 
50% of the patients. It was concluded that the various 
skin tests, with exception of osmic acid test, could be 
used as objective methods of observation through the 
various phases of the menstrual cycle. 

The 2 medicaments whose effect on the cyclic varia- 
tions were studied were (1) Pre-mens, which in addi- 
tion to various B vitamins contained ammonium chlo- 
ride, homatropine methylbromide, caffeine alkaloid, 
and calcium pantothenate; and (2) ammonium chloride. 
One month Pre-mens was used, the following month a 
placebo, and the month after that ammonium chloride. 
Both drugs prevented the flare of acne vulgaris and 
other dermatoses and controlled the premenstrual 
tension in the majority of cases. Pre-mens appeared to 
be somewhat more effective than ammonium chloride, 
particularly with regard to control of premenstrual 
tension. Both preparations eliminated the cyclic altera- 
tions in the test responses used to demonstrate fluid 
retention and to a smaller extent the vascular reac- 
tivity. A correlation between the degree of fluid re- 
tention and the clinical states was established. The 
drugs had no effect in the postmenopausal women 
and in the males. Fluid retention, therefore, appears 
to play a significant role in the premenstrual exacer- 
bation of acne vulgaris and other dermatoses, as well 
as in the premenstrual tension syndrome. 


Kerato-Acanthoma: A Lesion Simulating Carcinoma 
of Skin. M. C. Veidenheimer and H. K. Fidler. Canad. 
M. A. J. 75:909-914 (Dec. 1) 1956 [Toronto]. 


During the past 5 years there has been an increasing 
recognition of a skin lesion originally called mol- 
luscum sebaceum and more recently designated 
kerato-acanthoma. The authors prefer the latter term. 
They present observation on 30 patients with this dis- 
order, pointing out that, heretofore, many of these 
lesions would have been considered low-grade 
squamous-cell carcinomas, both clinically and_his- 
tologically. Evidence regarding the benign nature of 
the lesion is presented, and details of 6 cases are 
described in which spontaneous healing followed 


J.A.M.A., February 9, 1957 


partial biopsy only. Kerato-acanthoma is a relatively 
common benign skin tumor characterized by rapid 
growth followed by spontaneous regression and dis- 
appearance. The usual sites are face and hands, but 
the ears, forearms, legs, and other sites are occasional- 
ly involved. 

In their early cases the authors requested excision 
biopsies of the entire lesion because in most instances 
they were not entirely convinced of the benignity of 
the lesion. With more experience and the assurance 
afforded by observing the natural regression of some 
of these lesions, they now believe that examination of 
a well-chosen biopsy specimen from the edge is usual- 
ly diagnostic. Various types of therapy have been 
advocated, including x-ray, radium implants, podo- 
phyllin, electrocautery, silver nitrate cautery, Maphar- 
sen, and surgical excision. In most instances excision 
is the treatment of choice, as it allows histological 
study of the complete lesion, and moreover the re- 
sulting scar is usually less disfiguring than the scar 
remaining from a spontaneously healing lesion. There 
will be a number of cases in which the clinical and/or 
biopsy findings are inconclusive, and the patient is 
probably best served by treating the lesion as if it 
were a low-grade squamous carcinoma. The etiology 
of the condition is not known. The rapid evolution 
and other features have suggested the possibility of 
a virus infection. Trauma frequently precedes develop- 
ment of the lesion. 


UROLOGY 


Air Embolism Following Retroperitoneal Pneumo- 
graphy: A Nation-Wide Survey. C. L. Ransom, R. R. 
Landes and R. McLelland. J. Urol. 76:664-670 (Nov.) 
1956 [Baltimore]. 


A 48-year-old woman, in whom studies with regitine 
were suggestive of pheochromocytoma and in whom 
massage of the left flank resulted in a consistent rise 
in blood pressure, was referred to the authors for 
retroperitoneal pneumography. This was performed 
using a 50 cc. piston syringe, a spinal needle, a 2-way 
valve, and room air. The injection was begun with the 
patient lying on her right side, and 600 cc. was slowly 
injected. She was then shifted to her left side. X-rays 
taken showed good delineation of the left adrenal but 
poor detail on the right. For this reason, the pro- 
cedure was repeated 2 days later. Because of the pa- 
tient’s extreme nervousness, the second procedure was 
performed with aid of light pentothal anesthesia, 500 
cc. being injected presacrally with the patient lying 
on her right side in increments of 50 cc. with initial 
and repeated aspirations yielding no blood. The needle 
was then removed and the patient shifted to the left 
lateral decubitus position; the needle was reinserted 
and 500 ce. of air injected utilizing the same precau- 
tions. The patient suddenly became cyanotic and the 
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heart sounds were not audible. She was placed in the 
supine position, and, while the anesthetist inserted an 
endotracheal tube, an x-ray of the abdomen was taken. 
The chest was opened in the 5th left interspace within 
4 minutes of the time that the heart sounds had ceased, 
and cardiac massage was begun. The heart began to 
beat regularly. The right ventricle was inadvertently 
perforated during the 1-handed cardiac massage. The 
blood was frothy. The rent was repaired with the 
heart beating regularly. Despite transfusions, oxygen, 
levophed, and general supportive therapy, the patient 
never regained consciousness and died within 48 hours. 

To ascertain the frequency of such cases, a ques- 
tionnaire was mailed to the urologists listed in the 
Directory of Medical Specialists. The 1,267 urologists 
who replied reported 58 deaths and 64 severe non- 
fatal gas emboli resulting from retroperitoneal pneu- 
mography. The presacral route appears to be less 
hazardous than the flank route. Contrary to the gen- 
eral opinion, oxygen appears to be no safer than air 
as a contrast medium. Since the solubility of the non- 
toxic gases is the main factor in determining their 
safety, helium cannot be considered even as safe as 
air. The marked solubility of carbon dioxide would 
recommend this gas as the ideal contrast medium for 
retroperitoneal pneumography. Experimental and clin- 
ical evidence indicates that in the volume necessary 
and at a reascnably slow rate of injection, carbon 
dioxide is an almost innocuous gas as far as the danger 
of embolism in retroperitoneal pneumography is con- 
cerned. 


Techniques Involved in Surgical Removal of Pheo- 
chromocytoma. G. F. Cahill and E. M. Papper. J. Urol. 
76:467-477 (Nov.) 1956 [Baltimore]. 


A study was made of 47 patients with pheochromo- 
cytoma whose records were found in the Hospitals of 
the Columbia-Presbyterian Medical Center from 1924 
to the present time. From 1924 to 1934, there occurred 
3 cases, all unrecognized; from 1934 through 1944 
there were 11 cases, of which 5 were unrecognized 
(period of gas insufflation); from 1945 to 1954, 25 cases 
occurred, of which 8 were unrecognized (period of 
introduction of provocative and blocking agents); and 
from 1955 to date, 8 cases occurred, of which 2 were 
unrecognized (period of catechol studies). Thus, even 
in a hospital where the syndrome is watched for, the 
silent case still occurs, presenting no alarm symptoms, 
and only diagnosed at operation or at autopsy. The 
47 cases contradict the beliet that continuous or sus- 
tained hypertension characterizes the most frequent 
type of pheochromocytoma. There were 15. silent 
cases, 25 were characterized by paroxysmal hyperten- 
sion, and the others by persistent hypertension. Six of 
the 15 patients with silent pheochromocytoma (the 
tumor being unsuspected) were subjected to surgery 
for other pathological changes, and 4 of these died 
from cardiovascular disturbances. In 2 the changes in 
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the blood pressure and the alteration of the heart 
action at operation gave alarm, and immediate ex- 
ploration revealed pheochromocytoma, which was re- 
moved with recovery of the patient. Whenever there 
is a striking deviation from the normal blood pressure 
or cardiac action during an operation, with no ap- 
parent cause, the anesthetist or surgeon should be 
alert to the possibility of the presence of 1 of these 
pressor tumors. If the procedure is not an emergency 
and if it does not involve opening of the abdomen, it 
may be wiser to discontinue the operation and anes- 
thesia until the status of the patient can be deter- 
mined. If the abdomen has been opened, a search 
should then be made for a tumor in the adrenal area 
or in other ganglion areas where these tumors may be 
present. To continue any other operation without first 
removing the pheochromocytoma may have a tragic 
result. 

To establish the diagnosis the authors determine 
whether there is an excess of catechols in the urine, 
and then they search for the tumor by means of gas 
insufflation or some other method of roentgenoscopy. 
After the diagnosis has been established, it is necessary 
to investigate what damage the hormonal excess has 
exerted on (1) the cardiovascular system, (2) thy- 
roidal metabolic system, (3) glycogenic metabolism, 
(4) fluid and electrolyte balance, and (5) renal func- 
tions. The timely use of blocking agents has been the 
most effective correction of the excess of catechols. 
Three drugs have been most frequently used as block- 
ing agents: benzodioxane, dibenamine, and regitine. 
Several patients with paroxysmal attacks were not only 
prepared without the use of the blocking agents but 
were also operated upon without their use. This was 
accomplished by avoidance of handling of the tumor 
until all its blood vessels had been ligated. Sustaining 
agents were on hand and were used because of a 
hypotensive period after cutting off the tumor secre- 
tion from the circulation. The greatest danger in anes- 
thetic management is anoxia, which is caused by 
excessive doses of depressing drugs; inadequate air- 
way; shallow, poor ventilation; spinal anesthesia; and 
marked reduction in blood pressure. Patients tolerate 
postural changes poorly. Anesthesia is induced and 
maintained in the position of operation. Cyclopropane 
and chloroform should be avoided as anesthetic 
agents. The authors now use a transverse upper trans- 
peritoneal abdominal incision. If 2 tumors are present, 
the more accessible one is selected for removal first. 
When the tumor is not large and is readily accessible, 
ligation of the vessels should and can be accomplished 
without handling the tumor. The manner in which the 
large tumor is separated from the circulation and the 
exposure of accessory tumors are described. The de- 
scribed procedures were successful before the intro- 
duction of blocking agents. The authors now resort to 
the intravenous injection of regitine in the presence 
of large tumors and severe attacks. 
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Bladder Flap Ureteroplasty. M. K. O’'Heeron, M. G. 
Rape and J. R. Fish. South. M. J. 49:1241-1251 (Nov.) 
1956 [Birmingham, Ala.]. 


The operation described is designed to replace a 
functionless portion of a ureter. A bladder flap is made 
and converted into a tube, and the ureter is anasto- 
mosed to this tube. The authors present the histories 
of 14 patients in whom this method was used. Re- 
placement of the ureter was required in 3 patients 
because of carcinoma of the uterine cervix with ex- 
tension and stenosis of the ureter; in 3 because of 
cicatricial contracture and stenosis of the ureter fol- 
lowing radical surgery for excision of carcinoma of 
the cervix; in 4 because of lower ureteral calculi, im- 
pacted and associated with hydronephrosis and severe 
infection; in 3 because of surgical injuries to the 
ureter; and in 1 because of severe obstruction, prob- 
ably a congenital stricture with a large hydroneph- 
rosis and hydroureter. 

The bladder flap ureteroplasty failed in 3 patients, 
because carcinoma recurred after the ureteroplasty. 
One of these 3 required only ureteral dilatation, but 
in the other 2 nephrectomy became necessary because 
of pain and infection secondary to increasing hydro- 
nephrosis. Carcinomatosis developed later. In patients 
in whom the ureter is obstructed by carcinoma it is 
obviously a mistake to attempt much reconstructive 
surgery because the carcinoma is certain to recur and 
to again obstruct the ureter. The use of a bladder flap 
for replacing the lower portion of 1 or more ureters is 
a sound surgical procedure, giving excellent results in 
properly selected cases properly handled. In 1 of the 
14 patients bilateral hydroureters were implanted into 
a single bladder flap tube. This is believed to be the 
Ist case of this type reported. The problem of ob- 
struction of the lower ureter may become more fre- 
quent, particularly as the result of early radical sur- 
gery for carcinomas. Bladder flap ureteroplasty is 
superior to nephrectomy or any method of urinary 
diversion in properly selected cases. Utilization of this 
technique is advisable when the ureter is too short for 
ureteroneocystostomy and the bladder is normal. 
Ureteral reflux usually occurs in varying degrees but 
has resulted in no morbidity in the reported series. 
Although the procedure is most applicable in defects 
of the lower ureters of not more than 10 cm. in length, 
the authors have replaced as much as 20 cm. with a 
bladder flap. 


Serum “Prostatic” Acid Phosphatase and Cancer of the 
Prostate. W. H. Fishman, C. D. Bonner and F. Hom- 
burger. New England J. Med. 255:925-933 (Nov. 15) 
1956 [Boston]. 


Elevated values of acid phosphatase in the serum 
had been regarded as indicative of advanced cancer 
of the prostate with spread to the bones and rarely 
with nonmetastatic disease, but the authors and other 
investigators found that a positive correlation with the 
serum acid phosphatase values was found in only 
about 50% of patients with metastatic cancer of the 
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prostate. The observation that l-tartrate was a potent 
inhibitor of acid phosphatase present in crude ex- 
tracts of human prostate, and the division of the 
serum acid phosphatase into tartrate-sensitive and 
tartrate-insensitive fractions, established that the 
measurement of the tartrate-sensitive serum acid 
phosphatase gave a more accurate index of the 
activity of prostatic cancer. Since an elevation of 
tartrate-sensitive acid phosphatase has so far been 
associated only with disorders of the prostate—in 
particular, with cancer of the prostate—the term 
“prostatic” has been introduced to provide a prob- 
able tissue identification of this moiety of the serum 
acid phosphatases. 

The authors studied the serum acid phosphate levels 
in 91 patients with proved cancer of the prostate and 
in 1,175 patients without this disease. In all these pa- 
tients determinations were performed for total and 
“prostatic” acid phosphatase. The Fishman-Lerner 
method gave the best correlation with the presence 
of proved cancer of the prostate, registering 87 and 
81% abnormal in untreated and treated cases respec- 
tively. The corresponding figures for total acid phos- 
phatase were 31 and 38%. The Fishman-Lerner meth- 
od indicated abnormal “prostatic” acid phosphatase 
values more frequently than the King-Armstrong 
method in the cases in which prostatic cancer was 
localized to the gland (21 out of 26) and when metas- 
tases had spread only to soft tissue (11 out of 12). 
The corresponding figures by the King-Armstrong 
procedure were 4 in 26 and 2 in 12. Likewise, in the 
group with bony metastases, the Fishman-Lerner 
method was more sensitive, showing abnormal phos- 
phatase values in 45 of 53 patients as compared 
to 25 out of 53 found with the King-Armstrong 
procedure. Accordingly, an elevated “prostatic” acid 
phosphatase is not necessarily an indication of metas- 
tatic as opposed to nonmetastatic cancer of the 
prostate. 

Cessation of estrogen therapy in prostatic cancer 
was followed by a rise in serum “prostatic” acid phos- 
phatase in some patients and not in others. Estrogen 
therapy induced a characteristic fall in serum acid 
phosphatase that was due to a decrease in the tartrate- 
sensitive moicty. In selected cases, the administration 
of androgen produced a subsequent rise in “prostatic” 
acid phosphatase, an event that can be of practical 
importance in diagnosis. Long-term studies (2 years) 
on patients with prostatic cancer showed the course 
of the serum acid phosphatase. A study of the clinical 
specificity of the serum “prostatic” acid phosphatase 
showed that prostate cancer only exhibited persistent 
abnormal values; the most frequent occurrence of 
abnormal values in nonneoplastic disease was seen in 
benign prostatic hypertrophy (15 of 52 cases). The 
possibility that some of these patients have occult 
cancer of the prostate cannot be excluded. Elevated 
total acid phosphatase levels were observed in 2 wom- 
en with cancer of the breast, but the “prostatic” frac- 
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tion was normal. The clinical value of the “prostatic” 
acid phosphatase is discussed in relation to the earlier 
diagnosis of cancer of the prostate. 


The Present Status of Prostatectomy. W. A. Cline, 
N. S. Erb and J. W. Frazier. North Carolina M. J. 
17:515-520 (Nov.) 1956 [Winston-Salem]. 


The histories of the following techniques of prosta- 
tectomy are reviewed: the very crude and blind trans- 
urethral resection initiated in) England in 1832, 
perineal prostatectomy, the suprapubic operation, the 
modern transurethral resection, and Millin’s  retro- 
pubic approach. The authors report observations on 
450 retropubic prostatectomies performed by them at 
Rowan Memorial Hospital, Salisbury, N. C. The av- 
erage age of the patients was 67 vears. The suprapubic 
drain, which in this operation is left in the prostatic 
capsular incision, is routinely removed on the first 
postoperative day. Only 1 prevesical abscess devel- 
oped in 450 cases, and this was in an unsuspected 
grade 4 anaplastic adenocarcinoma of the prostate 
that had involved the anterior capsular area. The 
Foley bag catheter is removed on the fourth post- 
operative day. Less than 1% of the patients required 
recatheterization for urinary retention. The authors 
differentiate between primary bleeding, a term they 
apply to bleeding on the day of operation, and sec- 
ondary (late) bleeding. Primary bleeding is generally 
the result of inaccurate control of bleeding during the 
operation. They observed far fewer primary hemor- 
rhages in the last 300 than they did in the first 150 
cases. There were 15 cases of primary bleeding; 2 of 
these required open surgical control, while the re- 
maining 13 could be controlled by fulguration and 
other endoscopic means. There were 25 cases of sec- 
ondary bleeding, and these proved easy to control. 

Postoperative hospitalization averaged 8.8 days. 
Seventy-five per cent of the patients remained in the 
hospital 7 days after the operation. They are usually 
not permitted to go home unless they have adequate 
urinary control and are ambulatory to the extent of 
dressing and going to the bathroom. There were 11 
deaths (2.4%). Urinary control is rarely a problem 
after retropubic prostatectomy; the method has the 
advantages of the perineal approach but few of. its 
disadvantages. A relatively high incidence of osteitis 
pubis has often been mentioned as a disadvantage of 
the retropubic approach, but the authors observed it 
only 3 times among the first 100 patients subjected to 
the retropubic operation and in none since then. The 
osteitis was self-limited. Urethral stricture did not 
occur, but contractures of the vesical neck developed 
in 4 patients. Retropubic prostatectomy has proved 
an excellent method of removing the prostate and 
may be used in a large majority of cases. The tech- 
nique is founded on sound surgical principles—direct, 
clean, open enucleation. The mortality compares fa- 
vorably with that of the other 3 established methods. 
The morbidity and functional end-results are far su- 
perior to those of all other methods. 
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OTOLARYNGOLOGY 


Management of Acute Respiratory Obstruction with 
Report of a Case. A. E. W. Gregson and A. J. Gunning. 
Brit. M. J. 2:1150-1152 (Nov. 17) 1956 [London]. 


The authors report a case of acute and severe 
respiratory obstruction in a 3-year-old boy who was 
admitted to hospital in a comatose condition with 
severe dyspnea and dusky cyanosis. His original ill- 
ness, some 5 months before admission, was an acute 
either viral or bacterial respiratory infection resulting 
in a tracheobronchitis with desquamation of the 
mucosal epithelium, which, with the inspissated secre- 
tion, was never effectively expectorated. A further 
reinfection of the bronchial tree prior to admission 
led to increased secretion, loss of ciliary action, and 
consequent swelling of the bronchial plug. Immediate 
treatment by bronchoscopic aspiration and tracheos- 
tomy was given. Cardiac arrest, which occurred in the 
course of this treatment, was dealt with satisfactorily 
by cardiac massage through an upper abdominal in- 
cision. The trachea and main bronchi were aspirated 
through the tracheostomy tube every 15 minutes for 
the first 24 hours and thereafter every half hour. In- 
halations of Alevaire, a solution consisting of oxyethyl- 
ated tertiary octylphenol-formaldehyde polymer ( Tri- 
ton WR-1339) 0.125%, glycerine 5%, and sodium 
bicarbonate 2% in distilled water, proved effective in 
liquefying tenacious bronchial secretion. These inhala- 
tions were used almost continually for the first 3 post- 
operative days. 

Although dyspnea was relieved by the surgical treat- 
ment, cyanosis and tachypnea persisted, and radiog- 
raphy on the 2nd postoperative day revealed a com- 
plete left pneumothorax. The most likely cause of it 
was mediastinal emphysema with rupture into the 
pleural cavity, or an extrapleural spread causing an 
extrapleural pneumothorax secondary to suction of 
air through the tracheostomy wound. The pneumo- 
thorax was relieved by the insertion of a catheter 
through the second intercostal space anteriorly. The 
cyanosis and tachypnea subsided within 24 hours, 
complete reexpansion of the affected lung being ob- 
tained. Postoperative progress thereafter was unevent- 
ful, and the child was discharged on the 30th post- 
operative day. 

The possibility of cardiac arrest occurring in acute 
respiratory obstruction is stressed. Such emergencies 
should be managed by a “2-surgeon” team, as in the 
case described. One operator watches the carotid 
pulse and is prepared to undertake cardiac massage 
at any time, while the other concentrates on the bron- 
choscopic work and the continuous supply of oxygen 
through the bronchoscope. Oxygen under pressure 
should also be administered at regular intervals, using 
the bronchoscope as an endotracheal tube. The value 
of Alevaire in the immediate postoperative period is 
emphasized. 
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Chronic Bacterial Allergy of the Perinasal Sinuses: A 
Report of Sixty-Five Cases. J. R. Surber. A. M. A. 
Arch. Otolaryng. 64:351-360 (Nov.) 1956 [Chicago]. 


This report is based on 65 patients with chronic 
bacterial sinusitis. The histories of 14 patients are 
presented to illustrate certain significant points. Al- 
lergy has been defined as “an acquired alteration in 
the capacity to react, which is predicated on an anti- 
gen-antibody mechanism.” Allergic responses fali into 
3 categories: anaphylactic, exzematous, and bacterial. 
The chronic perinasal sinus conditions under discus- 
sion belong to the last group. In these cases, the or- 
ganisms act as the allergens. The proteins of the 
organisms are the primary factors inciting the allergic 
response. About 75% of sinus infections are caused by 
micrococci, chiefly by Micrococcus (Staphylococcus) 
aureus. The causative organisms in the remaining 
fourth of the patients are mostly streptococci, largely 
due to the fact that many strains of these organisms 
are totally resistant to the antibiotics in use. 

The symptomatology is varied and may simulate or 
complicate other diseases. Local symptoms consist 
primarily of nasal blocking, sneezing, watery and per- 
sistent discharge, postnasal discharge, dryness of 
throat and nasal passages, and pain in these areas. 
Most patients also have general toxic absorption 
symptoms, especially malaise, weakness, depression, 
anorexia, generalized neuralgia, and insomnia. Asthma 
is a possible complication, but allergic wheezing due 
to tracheobronchitis and persistent cough without 
asthma are commoner. Some patients have a sense of 
fullness in the throat or even a sense of swallowing 
over a lump. Associated gastritis often causes nausea 
and heartburn, and with these there may be enteritis, 
flatulence, and distension. The patient swallows irri- 
tating discharge, which can be a significant cause of 
such disturbances. The course of the disease is most 
commonly characterized by a pronounced tendency 
to cyclic reactivation. 

Many cases of sinusitis can, and should be, treated 
by medical means. Staphylococcus toxoid or autoge- 
nous vaccines are useful in early cases. Certain of the 
common contributing allergies should be checked, 
such as histamine, dust, spring grasses, and ragweed. 
Desensitization can be carried out along with im- 
munization. Moreover, the antiallergic benefits of 
autogenous vaccines are more pronounced when intra- 
dermal injections are given. The first 15 of the present 
series of 65 patients were treated without immuniza- 
tion or desensitization. In the next group of 30, all 
received autogenous vaccine and, when indicated, 
Staphylococcus toxoid. Symptoms were better con- 
trolled in this group than in the first. The last 20 pa- 
tients have been given autogenous vaccines. Medical 
treatment cannot provide drainage of blocked sinuses, 
nor can it remove the hopelessly diseased, thickened 
mucosa that lines the perinasal sinuses in mature cases. 
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For these, surgical measures are necessary. Radical 
surgical procedures should be carried out in advanced 
cases without destruction of functional tissues. 


Dysphonia Plica Ventricularis: An Overlooked Condi- 
tion Causing Chronic Hoarseness. W. H. Saunders. 
Ann. Otol. Rhin. & Laryng. 65:665-673 (Sept.) 1956 
[St. Louis]. 


Dysphonia plica ventricularis, a condition in which 
phonation is performed by the false vocal cords, is 
often overlooked as cause of hoarseness, although it 
is relatively common. It is easily overlooked for two 
reasons: First, it often occurs in a larynx that is other- 
wise relatively normal. Otolaryngologists look care- 
fully for changes in the configuration and color of the 
laryngeal mucosa and are quick to note variations in 
the movement of the true cords, but they may fail to 
appreciate minor changes in the appearance and 
function of the false cords. Second, dysphonia plica 
ventricularis is also easily overlooked because it is 
inconstant. It may be present during one laryngeal 
examination and not during another. Patients with 
dysphonia plica ventricularis complain of a hoarseness 
that varies in severity. Sometimes the voices of these 
patients are good in the morning but deteriorate as 
the day wears on. There is often an uncertainty of 
tone that produces a result like the breaking voice of 
an adolescent male. Occasionally, for a few moments, 
the patient may almost lose his voice. Some patients 
complain of a tiredness in the throat. Others may make 
persistent attempts to clear the throat, but they raise 
neither mucus or pus. Dyspnea is not a symptom, and 
the patient does not have stridor. 

The condition is likely to disappear spontaneously 
and to reaprear months later, particularly if the pa- 
tient is under psychological stress. Other patients con- 
tinually have dysphonia, which varies only in degree. 
Indirect laryngoscopy is usually sufficient for diag- 
nosis. Direct laryngoscopy may be required if it is 
necessary to look into the ventricle, to look directly 
beneath the true cords, or to test the mobility of the 
cricoarytenoid joint. It has been stated that the false 
cords often look thickened in this condition, but this 
author found that while this may be true of cases of 
long standing it is not true of the patient with dys- 
phonia plica ventricularis who has become hoarse 
recently. The false cords may look entirely normal 
during quiet breathing. When the patient is asked to 
phonate, several different laryngeal appearances may 
be seen in the mirror: 1. The patient, approximating 
only the true cords, may phonate normally. 2. The 
true cords may approximate, producing a clear tone 
initially, but almost immediately the false cords close 
above the true cords and seem to vibrate. 3. The false 
cords may close completely and tightly, usually only 
momentarily, and so render the patient aphonic. 4. 
The false cords may close ahead of the true cords. 
5. The false cords close irregularly and leave one or 
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more small gaps through which portions of the true 
cords can be seen. Organic as well as functional fac- 
tors may play a part in the causation of this disorder. 
A case is reported to emphasize the importance of 
psychological stress in producing this condition. Pa- 
tients usually respond to treatment early in the course 
of the disorder, but some patients who have hyper- 
trophic changes in the ventricular bands are likely to 
remain hoarse indefinitely. 


Cancer of the Larynx. F. Montreuil. Ann. Otol. Rhin. 
& Laryng. 65:772-782 (Sept.) 1956 [St. Louis]. 


The author presents observations on 70 patients 
with carcinoma of the larvnx who were observed at a 
Montreal Hospital. The ages of the patients ranged 
from 22 to 86 years, and 61 of the 70 patients were 
males. Five patients were less than 40 vears old. 
Twenty-six patients had intrinsic, 34 had extrinsic, 
and 10 had extralaryngeal carcinoma. Controversial 
predisposing factors such as syphilis, tuberculosis, bad 
oral hygiene, and industrial fumes were not promi- 
nent, but all of the patients used some form of tobacco 
in excess. All patients had squamous cell carcinoma; 
neither sarcoma nor intramucosal carcinoma were 
observed. The symptoms of laryngeal carcinoma de- 
pend on the site of the lesion, and, if a change in 
voice appears early in cordal lesions, such is not the 
case in extrinsic or extralaryngeal cases. Hoarseness, 
or a change of voice, becomes evident at the very 
onset of a cordal cancer and remains the only symptom 
for a long time. The number of patients presenting 
this symptom who are treated with gargles and inhala- 
tions is still far too high. When the tumor presents as 
a fungating growth and closes the lumen of the glottis, 
respiratory obstruction ensues. Five of the 70 patients 
came to the hospital because of dyspnea and required 
emergency tracheotomy. The passing of a tube in a 
patient with an endolaryngeal tumor may easily trau- 
matize the lesion, and the risk of dislodging cancer 
cells and implanting them is real. 

Extrinsic and extralarvngeal lesions give rise to 
more indefinite symptoms that are late in manifesting 
themselves. Dysphagia, lump in the throat, hoarseness, 
cough, bloody sputum, hypersalivation, dyspnea, and 
otalgia may all appear, but so gradually, that the pa- 
tient pays little attention to them. A patient may seek 
advice because of a slowly growing mass in the side 
of his neck. The initial complaint in this group was 
hoarseness in 54 patients and dysphagia in 13. In three 
instances the presence of a mass in the neck prompted 
the patient to seek medical advice. A clinical im- 
pression of carcinoma is obtained by indirect larvn- 
goscopy. A positive biopsy is necessary, however, 
before institution of treatment. Treatment consisted 
of laryngectomy in 25, laryngofissure in 10, combined 
laryngectomy and neck surgery in 4, irradiation in 20, 
irradiation and subsequent laryngectomy in 3, thyrot- 
omy in 2, and secondary neck dissection in 4 patients. 
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Six patients refused treatment. Surgery offers the best 
chance of a cure, and in cases other than small cordal 
carcinomas, wide field laryngectomy has been consid- 
ered the treatment of choice. Neck dissection is con- 
sidered justifiable in cases of extrinsic and extralaryn- 
geal lesions. 


THERAPEUTICS 


Use of Mysoline in Barbiturate Withdrawal. J. W. 
Conklin. Rhode Island M. J. 39:624-625 (Nov.) 1956 
[Providence]. 


Primidone (Mysoline) is used primarily as an anti- 
convulsant. Many patients who received primidone 
for seizures felt they were more alert when receiving 
this drug. Because of the possibility of decreasing the 
length of the lethargic state and still preventing seiz- 
ures it was decided that primidone might be effective 
in chronic barbiturate withdrawal. The author pre- 
sents 7 patients in whom primidone was used for this 
purpose. In all except one patient, in whom reserpine 
was added, primidone was used alone to control the 
withdrawal symptoms, and the results were uniformly 
excellent. Two of the patients had professional ac- 
quaintance with drugs, and they were particularly 
impressed with the freedom trom withdrawal symp- 
toms. No drowsiness, vertigo, nausea, vomiting, or 
other symptoms were noted. 


Some Delayed Complications of Inoculation. P. W. 
Robertson and B. J. Leonard. Brit. M. J. 2:1029-1032 
(Nov. 3) 1956 [London]. 


Healthy adult recruits between the ages of 18 and 
20 vears received typhoid, paratyphoid A and B, and 
tetanus (T. A. B. T.) vaccine inoculations and at the 
same time were vaccinated against smallpox. Delayed 
“serum sickness” types of reaction occurred within 1 
or 2 weeks after the T. A. B. T. injections and vaccina- 
tion. These reactions included a wide variety of ar- 
thropathies closely resembling joint manifestations in 
patients with rheumatic fever or acute rheumatoid 
arthritis. Cardiac involvement confirmed by electro- 
cardiographic recording was observed in several pa- 
tients in the course of a febrile rheumatic illness in 
the second week after inoculation. A transient heart- 
block was noted in 3 other patients originally regarded 
as having simple allergic arthropathies. One patient 
had a generalized “collagen disorder” strongly sugges- 
tive of periarteritis nodosa 7 days after the vaccination 
and T. A. B. T. inoculation. Various purpuric mani- 
festations, identical with the so-called immunoallergic 
vascular purpuras, were observed in 22 persons, with 
bleeding into the skin, the intestine, and the genito- 
urinary tract. Large numbers of transient mild pur- 
puric eruptions were also observed. Changes in the 
reticuloendothelial system, including spleen, liver, 
lymph nodes, and bone marrow, occurred commonly 
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in the few weeks after inoculation. The significance 
of these delayed reactions is discussed, especially in 
connection with the causation of the rheumatic and 
purpuric disorders. 


Dipipanone Hydrochloride in the Treatment of Severe 
Pain: A Report of 200 Cases. R. O. Gillhespy, E. Cope 
and P. O. Jones. Brit. M. J. 2:1094-1096 (Nov. 10) 1956 
[London]. 


Dipipanone (DL-6-piperidino-4,4-diphenyl-heptan- 
3-one) hydrochloride, a new analgesic closely related 
chemically to methadone hydrochloride, was given to 
100 adult patients admitted to the medical wards of 
Dudley Road Hospital in Birmingham, England, for 
pain which could not be relieved without the use of a 
potent analgesic, and to 100 patients who had under- 
gone major gynecologic operations. Seventy-three of 
the medical patients had very severe pain, 3 severe 
pain, and 24 had moderate pain. Sixty-four would 
normally have been given morphine and the other 36 
methadone or meperidine hydrochloride. Pleurisy and 
coronary thrombosis were the causes of pain in a 
large number of these patients. The patients who had 
undergone major gynecologic surgery were selected 
for the therapeutic trial because of the well known 
fact that these operations give rise to severe postopera- 
tive pain and are accompanied by a higher than 
normal incidence of thromboembolism, the prevention 
of which requires sufficient limb, trunk, and breathing 
exercises without undue discomfort. The medical pa- 
tients were given 20 mg. of dipipanone hydrochloride 
subcutaneously every 8 hours, and the average num- 
ber of injections given was 8. The patients with 
postoperative pain were given 25 mg. subcutaneously 
every 6 hours for the first 48 hours immediately after 
the operation. Complete relief of pain was obtained 
by 67 of the medical patients, moderate relief by 27, 
slight relief by 3, and 3 were therapeutic failures. 
Complete relief of pain was obtained by 95 of the 
surgical patients, moderate relief by 4, slight relief by 
1, and there were no therapeutic failures. The onset 
of analgesia was rapid in all the patients who re- 
sponded to the drug. Some relief was obtained within 
10 minutes in all the postoperative patients and maxi- 
mal analgesia was obtained in 20 minutes. The onset 
of action of the drug was also rapid in the medical 
patients, but the time required for reaching the maxi- 
mal effect varied. An adequate level of pain relief 
lasted for about 5 hours in most of the patients. There 
were no deaths during the period of the trial. No 
obvious depression of respiration or tendency to 
drowsiness was observed, nor was there any local re- 
action or pain at the site of the injection. Side-effects 
were rare, their incidence in relation to the number 
of doses given being from 4 to 5%. The only side- 
effects of importance were nausea, vomiting, sweating, 
and giddiness. In only one patient were they severe 
enough to justify change to another analgesic. 
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A New Enteric-Coated Aspirin in the Treatment of 
Arthritis. A. G. Sprecher. Am. Pract. & Digest Treat. 
7:1801-1804 (Nov.) 1956 [Philadelphia]. 


Forty-two patients who had osteoarthritis, rheuma- 
toid arthritis, or allied conditions were given an en- 
teric-coated acetylsalicylic acid (aspirin) preparation 
as an adjunct to other treatment. Ten of these 
patients (group 1) had previously received plain aspi- 
rin without experiencing any gastrointestinal discom- 
fort; the other 32 (group 2) had histories of gastric 
intolerance to plain aspirin. Therapy with enteric- 
coated aspirin was continued for from 1 to 6 months. 
The dose was from 10 to 30 grains per day. The medic- 
ament produced epigastric distress in 1 patient, who 
had also been intolerant to plain aspirin. One patient 
experienced colonic irritation during the study, but to 
a lesser degree than previously with plain aspirin. The 
other 40 patients had no gastrointestinal complaints 
during the entire period of the study. No patient who 
could tolerate plain aspirin failed to tolerate the en- 
teric-coated aspirin. The enteric-coated preparation 
proved to be equally effective as plain aspirin in treat- 
ing arthritic disease. 


RADIOLOGY 


Myelofibrosis and Myelosclerosis: A Review of 13 
Cases, with Particular Reference to Treatment and to 
the Diagnostic Value of Radiological Examination. 
J. Richmond and J. G. Duncan. Scottish M. J. 1:337- 
349 (Nov.) 1956 [Glasgow]. 


The authors report on 8 women and 5 men, between 
the ages of 51 and 71 years, with myelofibrosis or 
myelosclerosis, a rare condition in which replacement 
of the marrow by fibrous tissue or bone is associated 
with extramedullary hemopoiesis and the appearance 
in the peripheral blood of immature white blood cells 
and red blood cells. Vague ill-health, enlargement of 
liver and spleen, immature white and red blood cells 
in the circulation, and the finding in the marrow of 
different degrees of proliferation of fibrous tissue and 
bone were the outstanding features in these patients. 
There was considerable variation in the clinical and 
hematological de‘ails and in the duration and severity 
of the disease, but all the patients had a distinct 
myeloproliferative disorder in which the fibroblasts 
and osteoblasts of the bone marrow were predomi- 
nantly affected. The presence of large numbers of 
megakaryocytes in the marrow of 4 patients and of 
polycythemia in 2 patients suggests that other cell 
systems were affected in these patients. 

Radiological examination of the skeleton was done 
in all patients. The radiological appearance of the 
bones was normal in 5 patients. An alteration in the 
trabeculation of the cancellous bone that was super- 
imposed on the normal bone structure, producing an 
irregular, poorly-defined “meshwork” appearance, was 
found in 3 patients. These changes were observed in 
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the midshafts and proximal parts of the humeri and 
femurs and to a lesser extent in the distal ends of the 
femurs. More pronounced changes were found in the 
remaining 5 patients in whom the normal cancellous 
bone was largely obscured or replaced by irregular 
“woolly” thickened trabeculae. These changes were 
symmetrical and were most pronounced in the humeri 
and femurs, but similar bone changes were seen in 
the pelvis and in the bones of the shoulder girdle. 
Correlation existed between the radiological picture 
and the histological findings in the bone marrow. 

Splenectomy was done on 4 patients. The first of 
these was subjected to splenectomy because of the 
development of a symptomatic hemolytic anemia. 
Following operation there was transient improvement 
but thereafter frequent transfusions were again neces- 
sary. The spleen in the 2nd patient was removed be- 
cause of severe disability caused by splenic enlarge- 
ment. The general condition of the patient deterior- 
ated after the operation, but there was no evidence 
that death was directly caused by the splenectomy. 
The spleen was removed solely for mechanical rea- 
sons in the 3rd patient, in whom an excellent result 
was obtained; most of the patient’s symptoms were 
relieved without adverse effects on the hemoglobin or 
erythrocyte levels. There was no adequate reason for 
removal of the spleen in the 4th patient; the patient 
remained well and the hemoglobin level was main- 
tained, but the course of the disease was not modified 
by the splenectomy. Progressive enlargement of the 
liver was observed after the splenectomy in all 4 pa- 
tients. Normoblasts and an increased number of white 
blood cells and platelets appeared in the peripheral 
blood and persisted for months or years after the op- 
eration. The liver is the main source of these cells. 
Splenectomy may not be warranted in most of the 
patients with myelofibrosis or myelosclerosis. [rradia- 
tion of the spleen was advised because of disability 
from considerable enlargement of the spleen associ- 
ated with polycythemia in 1 patient. There was a 
striking reduction in the size of the spleen, and the 
blood picture was restored to normal after the irradia- 
tion. The patient was free of symptoms 9 months after 
the irradiation. Carefully controlled irradiation of the 
spleen should be given in the first instance to those 
patients who are disabled by considerable enlarge- 
ment of the spleen. Such a procedure would not pre- 
clude splenectomy if required at a later date. 


Dissection of Aorta as a Complication of Translumbar 
Aortography. H. Gaylis and J. W. Laws. Brit. M. J. 
2:1141-1146 (Nov. 17) 1956 [London]. 


Translumbar aortography was done in 2 men 58 
and 62 years of age, both of whom complained of 
severe pain in the right calf precipitated by walking 
and relieved by rest. Aortic dissection occurring in 
these 2 patients in the course of the aortography is 
described as a complication in which a part or the 
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whole of the contrast medium is injected into the 
media of the aorta, giving rise to a characteristic 
radiographic picture superficially resembling throm- 
bosis of both common iliac arteries but without 
evidence of any significant collateral vessels. Experi- 
mental evidence is produced that explains the mechan- 
ism of this aortic dissection and shows that this 
complication is analogous to a spontaneous dissecting 
aneurysm. This complication is important for 3 rea- 
sons. It may give rise to misinterpretation if its true 
significance is not appreciated, since it may closely 
simulate arterial thrombosis. There may be serious 
sequelae. It may occur despite the most scrupulous 
technique. 


Roentgen Treatment of Gastric Carcinoma. P. Trin- 
chieri. Gazz. med. ital. 115:299-304 (Oct.) 1956 (In 
Italian) [Turin, Italy]. 


The author reports on the results obtained with 
roentgen therapy in 10 patients with gastric carcinoma 
who had been operated on without success. Two pa- 
tients in very poor condition who had been submitted 
to exploratory laparotomy were irradiated without 
any success; they died within 3 months. A patient in 
whom carcinoma had been discovered through radio- 
graphic examination and laboratory tests died before 
the course of irradiation therapy was terminated. 
There was no marked regression of the tumor in 4 
patients, but their general condition showed some im- 
provement; | patient died of cardiac insufficiency, and 
the others are still alive. The condition of one patient, 
who at exploratory laparotomy was found inoperable, 
had remained stationary 6 months after therapy. One 
patient showed marked improvement in his general 
condition after 2 courses of irradiation; he returned to 
work after a year and did not have any complaints. 
Marked regression of the tumor was noticed in 1 pa- 
tient after 3 courses of roentgen therapy; the patient 
has returned to his normal activities. 


PHYSIOLOGY 


Erythrolysis on Return of Altitude Acclimatized In- 
dividuals to Sea Level. N. Pace, L. B. Meyer and B. E. 
Vaughn. J. Appl. Physiol. 9:141-144 (Sept.) 1956 
| Washington, D. C.]. 


Ten men, aged 24 to 38, were members of the Cali- 
fornia Himalayan Expedition, which, during the late 
spring of 1954, made an attempt to reach the summit 
of Makalu on the Nepal-Tibet border. This is the 
world’s fifth highest mountain peak, with an elevation 
27,790 ft. Because of very poor weather a maximum 
altitude of only 23,500 ft. was reached by 2 members 
of the group. The pattern of exposure to high altitude 
for the majority of the expedition consisted of 76 days 
continuously above 10,000 ft., 62 days above 15,000 ft., 
and, for 7 of the members, 7 to 14 days continuously 
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above 21,000 ft. The increase in red blood cells and 
hemoglobin levels required 6 to 7 weeks at a high 
altitude to become stabilized, and hence may be re- 
garded as having reached completion during the total 
stay of 11 weeks above 10,000 feet. On the descent to 
sea level, the excess red blood cells and hemoglobin 
were reduced to about one-third of the stabilized 
altitude levels within 17 days after leaving base camp. 
It is likely that on descent from high altitude to sea 
level 2 separate mechanisms come into play to restore 
the blood hemoglobin level to normal: a reduction in 
the rate of erythropoiesis, and an acceleration of the 
rate of erythrolysis. This conclusion is in accord with 
that reached by several earlier investigators. Hemo- 
dilution may also be postulated as a contributory fac- 
tor in the rapid return of erythrocyte levels to normal; 
however, experimental data on this point are lacking 
at present. 


PUBLIC HEALTH 


Epidemiology of Syphilis. R. W. Ball. J. South Caro- 
lina M. A. 52:360-361 (Qct.) 1956 [Florence]. 


Each case of syphilis is potentiaily the beginning 
of a widespread chain of infection. Striking examples 
of such spread are the two epidemiological chains 
uncovered this year by health department personnel 
in South Carolina during a 2'2-month period. An 18- 
year-old girl came to the Florence County Health 
Department with a rash typical of secondary syphilis. 
An interview revealed 22 contacts, of whom 19 were 
located in Florence and vicinity; 3 of these were 
found to be infected. A cluster survey in a section to 
which 85% of the contacts were traced led to the 
examination of 384 blood specimens. Eight new cases 
of syphilis were brought to treatment through these 
blood examinations. Another epidemiological chain 
of syphilitic infections was discovered in tracing the 
contacts of a 20-year-old male with a penile lesion. 
Blood testing was then instituted in contact areas, and 
about 400 individuals voluntarily accepted the blood- 
testing service. This included 200 students of the 10th 
to 12th grades in one school. The chains yielded 25 
new cases of early syphilis. 

The records of the State Board of Health of South 
Carolina during the last 12 months revealed that 822 
physicians submitted blood specimens for serologic 
test for syphilis, indicating that over 50% of the South 
Carolina physicians are still encountering syphilis in 
their practice. Private physicians are now seeing and 
reporting approximately 50 early cases of syphilis 
(primary or secondary) per month. Follow-up investi- 
gation of contacts of these private cases will not be 
instituted unless or until the physician himself makes 
such a request. The private physician is morally a 
public servant just as the workers in organized health 
agencies are officially so. Public health agencies can 


J.A.M.A., February 9, 1957 


assist by relieving him of at least part of this responsi- 
bility. The South Carolina State Board of Health is 
now offering to physicians an epidemiological service 
consisting of ‘patient interview and contact investi- 
gation. 


Rehabilitation in All Its Phases. R. T. McIntire. J. 
Internat. Coll. Surgeons 26:529-533 (Nov.) 1956 [Chi- 
cago]. 


Rehabilitation means the restoration of a person to 
his former useful function. There are about 28 million 
physically handicapped persons, a rather large per- 
centage of a total population of about 170 million 
persons in the United States. These handicapped per- 
sons include those with paraplegia, epilepsy, cardiac 
disease, muscular diseases (such as myasthenia gravis), 
cerebral palsy, multiple sclerosis, war injuries, motor 
injuries, and simple senility. The aging process is as 
damaging to health and physical activity as any of the 
chronic diseases of the young. With the expected in- 
crease of the population by nearly 100,000,000 within 
the next 45 years, the plight of the aged persons could 
become desperate beyond the point of alleviation. 

Large sums of money are being allocated by the 
federal government for research into the causes and 
prevention of crippling diseases. The problems of one 
segment of the handicapped population, that which 
enjoys the benefits provided by the Veterans Admin- 
istration, are competently handled, but the average 
citizen has no such resource, and the assistance pro- 
vided by the federal and state governments is limited. 
Every community should establish its own rehabilita- 
tion center supported by funds derived from voluntary 
contributions and service organizations. An appeal is 
made to physicians and surgeons, who are best ac- 
quainted with the value of preventive action, to use 
their influence toward the establishment of adequate 
programs of rehabilitation. 


Causes of Death Among College Students—A Study 
of 209 Deaths at Yale University, 1920-55. H. M. Par- 
rish. Pub. Health Rep. 71:1081-1085 (Nov.) 1956 
[Washington, D. C.]. 


In a study of the 209 student deaths at Yale Uni- 
versity from 1920 through 1955 the following were 
found to be the most common causes of death: acci- 
dents (43.8%); suicide (12.0%); heart and circulatory 
diseases (7.7%); pneumonia (7.2%); and central nervous 
system infections (6.3%). Deaths from infectious dis- 
eases have decreased, but accidental deaths have re- 
mained high. Accidents have been the number-one 
killer of college students since the decade 1930-1939. 
The number of deaths among the Yale students was 
lower than would be expected if national death rates 
had prevailed. There were more suicides among the 
students than would be expected, but the difference 
was not statistically significant. 
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BOOK REVIEWS 


Diseases of the Breast. By C. D, Haagensen, M.D., Professor 
of Clinical Surgery, The College of Physicians and Surgeons, 
Columbia University, New York. Cloth. $16. Pp. 751, with 429 
illustrations. W. B. Saunders Company, 218 W. Washington 
Sq., Philadelphia 5; 7 Grape St., Shaftesbury Ave., London, 
W.C.2, England, 1956. 

This well-written comprehensive book is the pro- 
duct of years of the author’s experience and_ pains- 
taking study on the wards, in the operating room, and 
in the pathological and experimental laboratory. It 
manifests an uncommon intellectual curiosity and de- 
votion to detail on the part of the author, who has 
made an effort to separate fact from the clinical im- 
pression, theory, and fancy found in the literature and 
to correlate it with the carefully compiled data from 
the Presbyterian and Francis Delafield hospitals and 
from his private practice. The extensive bibliography 
is described as “selected.” The author may give the 
impression of being dogmatic at times, but in most 
instances the background of fact and reasoning be- 
hind his conclusions is apparent. One need not agree 
with all the ideas presented to appreciate their im- 
portance. The classification of benign diseases is 
simple and clear. Some may consider it oversimplified, 
but it eliminates the confusion of eponyms, excess 
verbiage, and separate categories for variations of the 
same disease. The chapter on the cause of cancer of 
the breast is excellent. A careful distinction is drawn 
between established fact, reasonable conclusions, and 
theory. The discussion might have included more ex- 
tensive treatment of the extrachromasomal factor in 
the incidence of experimental carcinoma in animals. 

The techniques of biopsy, excision of benign tumors, 
duct exploration, and radical mastectomy are well 
described and well illustrated. The supraradical pro- 
cedures are given some consideration. The step-by-step 
development of the author’s criteria of operability is 
well recounted. The statistical superiority of the micro- 
scopic over the clinical basis of determining opera- 
bility is clearly demonstrated. One may question cer- 
tain aspects of the practical application of triple biop- 
sy, but a strong and thought-provoking case is made 
for this procedure. The selection of therapy for dif- 
ferent types and stages of carcinoma is discussed and 
and the results carefully analyzed. The successes and 
failures are reviewed in an effort to improve end- 
results and leave the patient with minimal disability. 
The book is a splendid contribution and should be read 
by all who are interested in diseases of the breast, but 
it must be read carefully to obtain the maximum value. 
It is a valuable reference work and should be a part 
of the library of every medical institution and of every 
surgeon who deals with diseases of the breast. 


These book reviews have been prepared by competent authori- 
ties but do not represent the opinions of any medical or other 
organization unless specifically so stated. 


The Rape of the Mind: The Psychology of Thought Control, 
Menticide, and Brainwashing. By Joost A. M. Meerloo, M.D., 
Instructor in Psychiatry, Columbia University, New York. Cloth. 
$5. Pp. 320. World Publishing Company, 2231 West 110th St., 
Cleveland 2, 1956. 


This book is about thought control in general and 
about brainwashing or menticide in particular. Its 
somewhat alarming title attests to the author's jour- 
nalistic talent but seems to reflect also his deep concern 
about the sinister subject of this work. During World 
War II, while he was still in Holland, the author saw 
some of the effects and learned about the methods of 
this new weapon of totalitarianism. A number of his 
countrymen who were members of the underground 
movement had been subjected to the methodical use of 
torture and mental coercion by the Nazis and came to 
him for psychiatric treatment. Finally, he too was ex- 
posed to the subtle brutality of this systematic “destruc- 
tion of man’s mind.” His interest in menticide was 
deepened by the trial of Cardinal Mindszenty and by 
the reports on the indoctrination and collaboration of 
American and British prisoners of war during the 
Korean war, especially by the signed “confession” of 
Colonel Schwable (U. S. Marine Corps) that the 
United States was carrying on bacteriological warfare. 
The author was called to testify as an expert in the 
trial of Colonel Schwable, and he stated that in his 
opinion nearly anybody subjected to the tortures of 
such coercive thought control would confess to crimes 
he had not committed. 

The author describes the techniques that may lead 
to such individual submission: the application to hu- 
man beings of Pavlov’s experimental conditioning of 
dogs, the repetition of doctrines, the isolation of the in- 
dividual from any other influences on his mind, the 
breaking down of old patterns to make room for the 
new. This political pressure to conform is met to some 
degree by a great urge in human beings to be con- 
ditioned, to learn, to imitate, and to conform. Other 
more or less subtle methods nave been used to “drag 
down man’s mind into servile submissiveness”: drugs, 
hypnotism, and narcoanalysis. They all help to pene- 
trate into the inner recesses of a person’s thoughts and 
memories, provoking anxieties, fears, and feelings of 
guilt that in the end will make a person utterly de- 
pendent on his jailer. 

In the second part of the book the techniques of 
mass submission are investigated. Simple advertising 
and propaganda are some aspects of nonpolitical as 
well as political strategy to influence and change the 
feelings, thoughts, and desires of the masses. The “big 
lie” and the monotonous repetition of nonsense have 
more emotional appeal in a cold war than logic and 
reason, This part contains many observations on the 
streamlining of man’s thoughts even in our country. 
There are some undue generalizations but also forth- 
right statements and reasoned advice. A third part 
deals with factors that seem to make a person or a 
country more vulnerable to thought control and menti- 
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cide, such as the creeping intrusions into our minds by 
technology and bureaucracy, special forms of prejudice 
and mass delusions, and the influences that prevail- 
ing thoughts and ideologies may have on a person's 
concept of loyalty. A person may be led to treason by 
man’s talents for self-betrayal. Small initial compromis- 
es with a person’s own principles and beliefs will ease 
the way for more and more compromises: “The turn- 
coat is in each of us.” In the final part of the book the 
author searches for ways to counteract—individually 
and collectively—the dangers of thought control and 
menticide. In his experience those men resisted brain- 
washing longer whose inner conflicts could not easily 
be aroused or who had inwardly overcome them and 
who never felt alone. “Mental courage and moral back- 
bone go deeper than the intellect.” It is up to our 
education to plant moral courage into the hearts of the 
young; the courage to accept fate and duty and re- 
sponsibility and to stand for moral principles, for the 
freedom and dignity of the individual human being, 
and for one’s own conscience and independent think- 
ing. This book is not a scientific treatise: it was written 
for all who can read, and it is worthy of being read. 


Organized Home Medical Care in New York City: A Study of 
Nineteen Programs. By Hospital Council of Greater New York. 
Cloth. $8. Pp. 538, with 11 illustrations. Published for Common- 
wealth Fund by Harvard University Press, Cambridge 38, Mass.; 
Oxford University Press, Amen House, Warwick Sq., London, 
E.C.4, England, 1956, 


This book describes an ambitious attempt by the 
Hospital Council of Greater New York to evaluate 
organized plans for medical care in New York City, 
including 16 programs operated by municipal hos- 
pitals and one ee ‘\ by the Montefiore Hospital, the 
New York Hospital—-Cornell Medical Center, and the 
department of welfare. The need of care for those 
with chronic illness is becoming acute as our popula- 
tion continues to age, and the management of those 
disabled because of chronic illness and even by old 
age itself becomes more and more of a problem. Some 
effective means should be devised to provide care for 
many chronically sick elderly persons in their homes. 
As this study shows, most of these persons strongly 
desire to remain at home, and their families, despite 
the difficulties and sacrifices often entailed, prefer to 
retain their parents in the home. 

In considering the programs for organized home 
medical care in New York City, it should be kept in 
mind that under these programs only the indigent and 
the medically indigent are provided for; this is in con- 
tradistinction to the various other types of home-care 
programs that require premium payments for insur- 
ance and that do not provide the nursing, social serv- 
ices, and other ancillary services that must be pro- 
vided in comprehensive home-care programs. The 
major objective of this study does not concern itself 
with hospital beds or hospital costs but with the char- 
acter of service rendered to the patients. 

In addition to attempting to evaluate existing pro- 
grams for organized home care, an attempt was made 
by direct interviews with patients and their families 
to determine the reaction of both to the programs in 
operation and to study the means that might be used 
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to improve the standards of these programs and that 
might better integrate them with legitimate hospital 
care. The method of interviewing, which was based 
on consultation with a medical statistician, carries the 
risk of leading to false conclusions. 

The book includes detailed studies, presented with- 
out bias, of the problems of personnel, administration, 
integration of home care with hospital care, and the 
costs involved. It freely criticizes the shortcomings 
and disadvantages that are encountered in municipal 
hospitals particularly. A recurring theme is that sick 
people want to be shown individual attention and to 
feel that they have a physician who is interested in 
them and will continue taking care of them as long 
as they are ill. This study reveals the tragically in- 
creasing lack of interest on the part of many physicians 
in their patients as human beings. Physicians too often 
fail to appreciate that patients are beset not only by 
the woes of illness but also by various social, domestic, 
economic, and emotional problems, many of which 
are of vastly more concern to them than their illness. 

The success of any home-care program depends 
primarily on the type and number of physicians as- 
signed to the program. The discussion of the various 
systems that may be used in selecting physicians for 
home-care programs is enlightening. The roles of resi- 
dents on part-time assignment from inpatient service, 
part-time physicians in private practice, full-time phy- 
sicians (not residents), and licensed practitioners in the 
community who desire to participate in the program 
are all discussed. The system of employing home-care 
physicians on a full-time basis is represented as likely 
to attract physicians of low caliber. This observation 
was made as a result of interviews with patients who 
complained of infrequency of physician calls, the 
brevity of calls, and the fact that the physician might 
not even take off his hat during his visit or might “ex- 
amine my heart with his hat in his hand.” Another 
evidence of the lack of interest by some physicians 
working under such a system is that at times they 
would not let the patient know that their place would 
be taken by another physician. This lack of continuity 
of physicians was of great concern to most of the 
patients. In the matter of transition to new physicians, 
it was amazing that in the municipal hospitals the 
patient was unaware of and unprepared for a change 
of physicians in 67.5% of cases, whereas in the volun- 
tary hospital programs only 14.3% were unprepared. 
All in all, it was found that the use of physicians of 
reasonably high clinical ability was found to be neces- 
sary for the success of a home-care program. The higher 
the quality of the physician selected for home care, 
the better the care was certain to be; also, such care 
would be appreciably improved if the Joint Commis- 
sion on Accreditation of Hospitals would evaluate the 
home-care programs operated by the hospitals that are 
subject to their evaluation. 

The adjustment of a patient and his family to the 
home-care situation was found to be more satisfactory 
in those homes in which attitudes and relationships 
were good prior to the patient's illness. In 12 of the 
municipal programs there was no provision for cover- 
age of patients by physicians on nights and week 
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ends, and “any request for a doctor’s visit after hours 
is routinely handled by bringing the patient to the 
hospital.” The matter of education and research in 
organized home-care programs is discussed at length, 
particular attention being given to the programs estab- 
lished by the Montefiore Hospital and the New York 
Hospital-Cornell Medical Center. 

In the appendixes, a discussion of the Montefiore 
Hospital home-care program provides amazing con- 
trast material to the home-care programs of the 14 
municipal general hospitals in New York City. Ap- 
pendix C deals with the home-care programs of two 
municipal tuberculosis hospitals. Appendix D presents 
an interesting and objective study of the home-care 
program of the New York Hospital—Cornell Medical 
Center. The chapter on a complete home-care pro- 
gram contains much of interest for nurses, social serv- 
ice workers, and physical and occupational therapists 
engaged in home care. 

This is one of the most extensive studies of this 
subject yet made. It should provide a sound basis for 
the improvement of existing home-care programs and 
for the establishment of new programs. An uneasy 
feeling will be stirred in many who are allergic to the 
term “panel” physicians as used in these studies. 
Panels connote not only organized home care but what 
could easily become governmental care, with all of its 
disturbing implications. 


Comparative Anatomy of the Eye. By Jack H. Prince, 
F.B.O.A., F.S.M.C., F.R.M.S., Assistant Research Professor, De- 
partment of Ophthalmology, University Hospital, Ohio State 
University, Columbus. Cloth. $8.50. Pp. 418, with 151 illustra- 
tions. Charles C Thomas, Publisher, 301-327 E. Lawrence Ave., 
Springfield, Ill.; Blackwell Scientific Publications, Ltd., 24-25 
Broad St., Oxford, England; Ryerson Press, 299 Queen St., W., 
Toronto, 2B, Canada, 1956. 


The interesting story of the adaptation of the eye 
to environment and the visual needs of the animal for 
survival is told in most readable fashion in this book. 
Details are adequate to satisfy the more scientific 
reader, but, as an aid to those less thoroughly 
grounded in zoology, animals are mentioned by their 
common names, the corresponding scientific names 
being listed in a glossary in the back of the book. At- 
tention is called to the development of the closed orbit 
in animals that require it for protection. The position 
of the eye is related to feeding habits, the carnivorous 
species having the eye farther forward with the de- 
velopment of sharp vision whereas the hunted species 
have the eyes farther back with a wider field of vision. 
The author does not attempt to duplicate Polyak’s 
treatise on the retina but does call attention to rod 
and cone predominance in various types of animals, 
especially as related to nocturnal and diurnal habits. 

A knowledge of the human eye on the part of the 
reader is assumed, and to those with this preparation 
the comparative anatomy with the wide variations in 
structure in the vertebrate and invertebrate eye should 
prove instructive. There is much discussion on the 
various forms of foveas, optic-nerve variations, verte- 
brate visual centers, nictitating membranes and true 
eyelids, the brille or spectacle, corneal and iris struc- 
tures, accommodative mechanisms, the tapetum, the 
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pecten, eye sizes and shapes, the extraocular muscles, 
the lacrimal and Harderian glands, ocular filters, the 
pineal eye, and a special chapter on the invertebrate 
eye. There is also a chapter on the technique of com- 
parative ocular dissection for the benefit of the student 
or research worker in this field. Copious illustrations, 
description of a wide variety of species, and clarity of 
expression all contribute to make this a valuable addi- 
tion to the literature of comparative anatomy and 
should make the book of value not only to the student 
in that field but also to the clinical ophthalmologist 
who is searching for a wider understanding of visual 
development. 


Histological Appearances of Tumours with a Consideration 
of Their Histogenesis and Certain Aspects of Their Clinical 
Features and Behaviour. By RK. Winston Evans, T.D., B.Sc., 
M.R.S.C., Consultant Pathologist, United Liverpool Hospitals 
(David Lewis Northern Hospital and St. Paul’s Eye Hospital ), 
Liverpool, England. Cloth. $17. Pp. 773, with 989 illustrations. 
E. & S. Livingtone, Ltd., 16 and 17 Teviot Pl., Edinburgh 1, 
Scotland; Williams & Wilkins Company, Mount Royal and 
Guilford Aves., Baltimore 2, 1956. 


The title of this book is misleading. The book is 
concerned not only with gross and microscopic char- 
acteristics but also with interesting aspects of the be- 
havior and clinical effects of tumors. Hemotological, 
biochemical, and endocrinological features are includ- 
ed where they are helpful in the understanding, diag- 
nosis, and prognosis of the disease process. The mode 
of origin, theories of histogenesis, and problems of 
classification are discussed in a manner that should be 
useful to both pathologist and clinician. As the under- 
standing of histogenetic problems is possible only 
through an understanding of the normal development 
of a part, certain aspects of embryology and structure 
are included. This is helpful in emphasizing the sim- 
ilarities and differences that exist between normal and 
abnormal tissue reactions, especially between hyper- 
plastic and neoplastic processes. The text is arranged 
in chapters according to region or tissue with histo- 
genetic grouping of only the mesenchymal neoplasms, 
melanoma, and tumors of the sympathetic nervous 
system and of the peripheral nerves. Intracrania! neo- 
plasms and tumors of the female generative system 
are omitted. The material is illustrated with many 
black and white photomicrographs of both common 
and rare tumors. Many of them are not large, but the 
fields are chosen to show specific histological features. 
There is a correlation of the author's own experience 
with that of others by a thoughtful gathering of 
authoritative articles from the literature on neoplastic 
diseases. 


Nonprofit Research and Patent Management in the United 
States. By Archie M. Palmer. Publication 371, National Academy 
of Sciences—National Research Council. Paper. $1. Pp. 54. Office 
of Patent Policy Survey, National Academy of Sciences— National 
hesearch Council, 2101 Constitution Ave., Washington 25, D. C., 
1956. 


This booklet is the first in a series of four intended 
to provide factual information concerning nonprofit 
research and patent management in the United States. 
It is based on the findings of a comprehensive survey 
and is presented as a service to universities, industry, 
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and government. Research has become a well-estab- 
lished part of our national scientific effort, with much 
of it supported by industry and government. It is in- 
evitable that patent problems should arise, particular- 
ly when a discovery can be developed into an item 
with monetary value. The opening pages present an 
unbiased opinion regarding patents, pointing out that, 
as a rule, patents are not a “royal road to fortune.” 
There appears to be greater defense of the patent 
system than condemnation, and it is made clear that 
it is not dishonorable for scientists to seek patents. A 
list of 85 universities, colleges, institutes, and profes- 
sional schools with well-established research and 
patent policies is given, but few details concerning 
these policies are presented. A section is devoted to 
discussion of experiment-station research, government- 
sponsored groups where investigation in agriculture 
and engineering is pursued. The patent policy in these 
institutions is considered. There is interesting discus- 
sion of independent research centers such as the Mel- 
lon Institute of Industrial Research and the several 
foundations that seem to be concentrated in the South 
and Southwest. University-affiliated research organ- 
izations are also listed, and their patent policies are 
discussed. More than 50 university-affiliated founda- 
tions are listed, an example of which is the oldest, the 
Wisconsin Alumni Research Association, established 
in 1925. This volume should serve as a useful source 
of information for academic institutions that are de- 
veloping patent policies and for industrial groups that 
are called on to develop research contracts with the 
various types of research institutions. 


Clinical Unipolar Electrocardiography. By Bernard S. Lip- 
man, A.B., M.D., F.A.C.P., Instructor in Medicine, Emory Uni- 
versity School of Medicine, Atlanta, and Edward Massie, A.B., 
M.D., F.A.C.P., Associate Professor of Clinical Medicine, Wash- 
ington University School of Medicine, St. Louis. Third edition. 
Cloth. $7.50. Pp. 397, with 325 illustrations. Year Book Pub- 
lishers, Inc., 200 E. Illinois St., Chicago 11, 1956, 


Enlargement of this new edition by two new chap- 
ters, one on vectorial interpretation and the other on 
congenital heart disease, has added nothing to the 
questionable value of this monograph as an introduc- 
tion to electrocardiography for beginners. The vec- 
torial approach is demonstrated on a few selected 
patients, but otherwise the interpretation of abnormal- 
ities is made on the basis of the usual pattern analysis. 
The section on congenital heart disease, the impor- 
tance of which is emphasized in the preface, does not 
mention possibilities of recognizing dynamic altera- 
tions from resistance and input overload patterns. 
Instead, the malformations are described mainly from 
an anatomic viewpoint that seems out of place in a 
modern textbook on electrocardiography. Otherwise, 
the same objections and criticisms can be raised to 
this as to the previous editions: The principal electro- 
cardiographic abnormalities are explained and illus- 
trated with the help of schematic, and often clumsy, 
drawings, while actual electrocardiograms, many 
crudely retouched, have legends that are much too 
short. The descriptions in the text are aften incom- 
plete and sometimes incorrect, most conspicuously 
so when dealing with hypokalemia. Outstanding in 
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this regard is the chapter on arrhythmias, because it 
contains the largest number of incompletely described 
or wrongly interpreted tracings, for instance Figures 
290, 307, 316, and 323 to 325. 


Diagnostic Procedures for Virus and Rickettsial Diseases. 
Second edition. Cloth. $7.50. Pp. 578, with 43 illustrations. 
American Public Health Association, Inc., 1790 Broadway, New 
York 19, 1956. 


The interval since the publication of the first edition 
of this book has seen rapid and often dramatic scien- 
tific advances in this field. Of particular interest are 
the improvements in culturing viruses and in serologic 
techniques that have permitted better understanding 
of the immunological interrelationships between virus- 
es. The compilation is by a distinguished group of 
authors. The book is not, however, a collection of 
research techniques but is an effort to describe the 
procedures that are most useful and practical from a 
diagnostic point of view. The details of techniques 
required in the laboratory are accurately and fully 
given. Many practical points are described. Good 
photographs of equipment, the arrangement of ma- 
terials for performance of procedures, and _ photo- 
micrographs of lesions are found throughout the 
book. Many charts, tables, and drawings help to orient 
the reader, as do outlines at the beginning of chapters. 
The chapter on general principles underlying labora- 
tory diagnosis of virus and rickettsial infections is an 
excellent introduction to the subject matter, and its 
addition marks a decided improvement over the first 
edition. Extensive references are listed at the end of 
chapters. The book is well indexed. The volume should 
serve as a valuable reference and guide in hospital 
diagnostic laboratories, as well as in public health 
and research units. The practicing physician should 
find it useful in determining the procedures that might 
help him in the management of an individual patient. 


Parasites and Parasitism. By Thomas W. M. Cameron, Pro- 
fessor of Parasitology, McGill University, Montreal. Cloth, $6.75. 
Pp. 322, with 115 illustrations. John Wiley & Sons, Inc., 440 
Fourth Ave., New York 16; Methuen & Co., Ltd., 36 Essex St., 
Strand, London, W.C.2, England, 1956. 


“A parasite is an organism which has a host,” and 
the author discusses such relationships from viruses 
to vertebrates. He is at his best in discussing his own 
field of the Metazoa, and numerous illustrations are 
included showing life cycles. The book is written for 
students without previous knowledge of parasitology, 
but it is sufficiently complete and well illustrated for 
use by the epidemiologist and public health worker. 


Disease in Infancy and Childhood. By Richard W. B. Ellis, 
O.B.E., M.A., M.D., Professor of Child Life and Health, Uni- 
versity of Edinburgh, Edinburgh. Second edition. Cloth. $10. 
Pp. 710, with 333 illustrations. E. & S. Livingstone, Ltd., 16 
and 17 Teviot Pl., Edinburgh 1, Scotland; Williams & Wilkins 
Company, Mount Royal and Guilford Aves., Baltimore 2, 1956. 


This second edition, like the first edition, is not an 
all-inclusive textbook in pediatrics, but, because of its 
short descriptions of diseases, it may serve as a handy 
reference book for the general practitioner. It is easy 
to read and well written. 
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QUERIES AND 


HORMONES IN FOOD 


To THE Eprror:—I have seen two women with gross 
thickening of the facial skin and leonine develop- 
ment of the features Could this be due to the inges- 
tion of poultry or meats in which there has been an 
implantation of hormones in, or feeding of hormone- 
supplemented food to, poultry and cattle to acceler- 
ate growth and maturity? Could sex crimes be due to 
the ingestion of hormone-treated meat or poultry? 


Rose Bowers, M.D., Los Angeles. 


ANSWER.—Several hormones or hormone-like sub- 
stances are being used in the United States to stimulate 
growth in poultry and in cattle. Several million beef 
animals have been fed diethylstilbestrol at a rate of 10 
mg. per animal per day during the last few months pre- 
ceding slaughter. Diethylstilbestrol pellets at levels of 
up to a total dosage of 60 mg. per animal are being 
used in cattle production, and a new pellet containing 
a combination of estradiol and progesterone has just 
been introduced for use in cattle. For several years 
poultrymen have been using pellets containing 12 to 15 
mg. of diethylstilbestrol or an injectable paste contain- 
ing approximately 15 mg. of diethylstilbestrol per dose. 
During the past year the use of dienestrol diacetate in 
broiler feeds has been practiced in some areas. The 
manufacturer of each product containing a hormone or 
hormone-like substance has been required to present 
evidence of its safety to the Food and Drug Adminis- 
tration. The danger of the ingestion of pellet residues 
in poultry and other meat animals was recognized. 
Pellets must be implanted in the chicken’s neck poste- 
rior to the head and in the ear of cattle, since these or- 
gans are removed from the edible carcass at slaughter. 
In the case of the addition of hormonal substances to 
animal feeds, it was necessary to demonstrate that these 
substances were not present in the muscle, fat, liver, 
kidneys, lung, or intestine. Published work from several 
university laboratories indicates that hormonal activity 
in these tissues is absent. In the United States there 
has been the general belief that hormonal treatment 
of livestock is without hazard to man, In Canada these 
treatments are not yet permitted. 

Under certain experimental conditions, significant es- 
trogenic activity of the liver has been produced by the 
administration of estrogens to poultry. However, it was 
calculated that from 12 to 120 lb. of poultry tissue 
would be required to yield a clinical dosage in man. It 
would seem unlikely that any pathological response in 
man would occur due to the ingestion of either poultry 
or beef animals. As to a relation of sex crimes and es- 
trogens in meat, it has yet to be shown that sex crim- 


The answers here published have been prepared by competent 
authorities. They do not, however, represent the opinions of any 
medical or other organization unless specifically so stated in the 
reply. Anonymous communications and queries on postal cards 
cannot be answered. Every letter must contain the writer's name 
and address, but these will be omitted on request. 
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inals differ from others with respect to hormonal bal- 
ances. In the male, the administration of estrogens re- 
duces the secretion of the pituitary gonadotropins and 
induces testicular atrophy. This should reduce rather 
than enhance sex drive in the male. 


OVER-THE-COUNTER SALE OF 
SEDATIVES AND TRANQUILIZERS 


To THE Eprtor:—Many antihistamines are being sold 
by proprietary drug companies as “tranquilizers” and 
“sleeping tablets.” Generally, these antihistamines 
are those with a very low therapeutic index. In fact, 
it is because of their toxic side-effects that they are 
being sold, with no prescription required. Paradoxi- 
cally, the antihistamines with a high therapeutic 
index and those most often prescribed by physicians 
(such as Chlor-Trimeton and tripelennamine) re- 
quire a prescription. Why does the Food and Drug 
Administration allow this incongruity? 


M.D., Illinois. 


ANSWER.—The two main antihistamines sold without 
prescription as “sleeping tablets” are methapyrilene 
hydrochloride and pyrilamine maleate. Over-the- 
counter sale of these drugs for use as antihistamines 
was first allowed on the basis of evidence establishing 
safety. Such sale created no public health problem. 
Subsequent proposals to market the drugs for use as 
sedatives, with the same dosage limitations, could not 
reasonably be denied on grounds of safety or toxicity. 
When a drug is offered as a sedative, drowsiness can- 
not be regarded as a side-effect. Under the Federal 
Food, Drug, and Cosmetic Act, a drug cannot be lim- 
ited to prescription sale unless it is not safe for use 
without professional supervision by reason of (1) its 
toxicity, (2) other potentiality for harmful effect, (3) 
the method of its use, or (4) collateral measures neces- 
sary to its use. The Food and Drug Administration has 
not taken the initiative in forcing any antihistamine 
drug from the prescription to the self-medication cate- 
gory. This is the reason why some antihistamine sub- 
stances that might be shown to be safe for use without 
prescription are still marketed on the prescription basis. 


“HABIT-FORMING” INDIVIDUALS 
To THE Epiror:—Are there any non-habit-forming hyp- 
notic drugs or tranquilizers? 
A. T. Hutto, M.D., Pelion, S. C. 


This inquiry was referred to two consultants, whose 
respective replies follow.—Eb. 


ANSWER.—Strictly speaking, there are neither non- 
habit-forming hypnotic drugs or tranquilizers. It is 
always a particular individual who forms the habit be- 
cause the drug prescribed has high emotional signifi- 
cance and may, in fact, represent the doctor himself. 
The question is, therefore, whether there is any drug 
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that will be safe for the patient. It is recommended 
that care of such patients be discussed with a psychi- 
atrist. 


Answer.—It is doubtful that any sedative, hypnotic, 
or tranquilizing drug would not be habit-forming. By 
habit-formation (or habituation) is meant psychologi- 
cal dependence on the use of a drug, without such 
habit formation necessarily being associated with in- 
gestion of sufficient quantities of the drug to cause 
any impairment to mental or physical health and with- 
out any necessary association with physical depend- 
ence. The term physical dependence refers to a physio- 
logical change brought about by repeated ingestion or 
administration of a drug that necessitates continued 
use of the drug in order to prevent the appearance of a 
characteristic illness called an abstinence syndrome. 
The term addiction has been defined by the World 
Health Organization as a condition in which a person 
compulsively uses a drug in such quantities and at 
such intervals that the persons, society, or both are 
harmed. Both habit formation and physical depend- 
ence are frequently associated with addiction but are 
not necessary elements of the WHO definition. Any of 
the drugs that have depressant effects on the central 
nervous system are likely to be habit-forming, although 
not all are addicting. The same is true of drugs with 
potent central stimulating effects such as the ampheta- 
mines. 

If a patient becomes habituated or addicted to one 
drug, use of any other sedative or hypnotic drug, un- 
less very carefully supervised, might result in develop- 
ment of another drug problem, regardless of the drug 
used, A complete diagnostic evaluation to determine 
the cause of the symptoms should be carried out. If 
symptoms have some definite physical basis, definitive 
treatment directed at the cause should be instituted. 
If the symptoms are of neurotic origin, psychotherapy 
would be preferable to drug therapy. 


BIOLOGIC FALSE-POSITIVE SEROLOGIC 

REACTIONS 

To tHE Eprror:—Please discuss the incidence of bio- 
logic false-positive reactions with the standard se- 
rologic tests for syphilis. One figure frequently 
quoted is 40%, but as I recall this referred to the 
“upper socioeconomic level.” I have also read that 
this figure is much too high. Is there any real evi- 
dence that the incidence of syphilis is increasing? 

M.D., Pennsylvania. 


This inquiry was referred to two consultants, whose 
respective replies follow.—Eb. 


Answer.—There are two types of biologic false- 
positive reactions, the acute and the chronic. It is be- 
lieved that, under the appropriate infectious stimulus, 
about 20% of the normal adult population would have 
acute biologic false-positive reactions. Accurate data 
as to the incidence and prevalence of chronic biologic 
talse-positive reactions do not exist, due to lack of 
population surveys with parallel standard serologic 
tests (with lipid antigens) and specific tests with use 
of Treponema pallidum antigens. The figure of “40%” 
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occurs in a highly selected group of seropositive reac- 
tions. Eagle (Am. J. Syph. 25:7, 1941) found 36 false- 
positive reactions in a series of 40,545 white college 
students (1 in 1,125). Moore and Lutz (J. Chron. Dis. 
1:297, 1955) have estimated that about 0.5% of acute 
and chronic biologic false-positive reactions occur 
among white persons in the northern part of the 
United States. 


Answer.—The proportionate number of biologic 
false-positive reactions in any series of positive tests 
will vary indirectly with the prevalence of syphilis 
within that population. Consequently, by selection of 
the population estimates of the ratio of biologic false- 
positive reactions to true positive tests vary from | to 
40%. Recent experience with serologic tests with use 
of Treponema antigens tends to confirm Eagle's orig- 
inal estimate that the true incidence of biologic false- 
positive reactions for the total population is approxi- 
mately 1 per 4,000 individuals tested. Apprehension 
concerning increases in the incidence of syphilis arises 
from the fact that clinics and private physicians in 
the United States for the first time since 1947 reported 
in fiscal year 1956 more cases of infectious syphilis 
than in the preceding vear. 


BREAST ENLARGEMENT IN YOUNG GIRLS 


To tue Eprror:—Recently three girls between 5 and 7 
years of age presented early development of the 
breast without any other signs of precocious matu- 
rity. The children had not taken medicinal ovarian 
hormone accidentally, as ascertained by thorough 
questioning. Under the assumption that probably 
the local dairy milk contained large amounts of ovar- 
ian hormone, I asked the mothers to eliminate milk 
from the children’s diet and recommended a soy- 
bean formula in its place. Only one child returned, 
after a six-week period. The swelling in the breast 
had completely disappeared. Though I realize that 
one such case is not enough to draw any conclusion, 
I would like to have information as to whether dairy 
milk (pooled) contains large amounts of steroid hor- 
mones at certain seasons. Does cattle feed contain 
ovarian hormone? Is the above-mentioned phenome- 
non known to disappear spontaneously? 


Elizabeth G. Brings, M.D., Cumberland, Md, 


This inquiry was referred to two consultants, whose 
respective replies follow.—Eb. 


Answer.—Enlargement of the breast in girls of this 
age is almost always due to constitutional precocious 
puberty. Unusually early advent of maturity is gener- 
ally heralded by breast development. Growth of pubic 
hair and menstruation then follow. The initial breast 
change is in part due to edema and is subject to some 
variation, especially as the early nodule of developing 
duct tissue softens and fat is added to form the stroma 
of the breast. Other causes for breast enlargement are 
changes in the breast fat, particularly after trauma, 
and, as implied in the query, ingestion or administra- 
tion of estrogens. This latter condition would subside 
spontaneously on cessation of the stimulus. Pooled 
dairy milk, according to Gassner, contains about 5 to 
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8 meg. of estrogens per kilogram of dried solids. Thus 
an enormous amount of milk would have to be in- 
gested to produce breast stimulation in man, The law 
forbids adding stilbestrol to dairy cattle feed, apart 
from the fact that this agent would tend to diminish 
milk production. Beef-cattle feed, however, may con- 
tain stilbestrol for fattening purposes. Curtis and Gass- 
ner have both shown by sensitive assay methods that 
permissible amounts do not cause a demonstrable in- 
crease in estrogen content of the meat. It has been ob- 
served that rarely other feeds, such as for small labor- 
atory animals, have become contaminated with beef- 
cattle feed containing stilbestrol. Accidental ingestion 
of this food by children could give rise to transient 
breast swelling. 


ANSWER.—True growth of female breasts, uncommon 
before the later prepubertal years, ordinarily is not 
temporary or reversible. Stilbestrol is now added to 
feed of beef cattle, whose urine and dung commonly 
contain effective amounts of estrogen. Dairy cattle are 
forbidden such enriched food, for estrogen, in the 
amounts usually added, would in all probability de- 
crease lactation. Possibly the cows implicated in the 
query either gained access to forbidden food or grazed 
for a sufficient time on land previously used by beef 
cattle that were being hormonally conditioned for 
slaughter. Hogs feeding in pastures occupied by ster- 
oid-fed steers suffer severe gonadal regression because 
of the steroid content of cattle’s fluid and solid excreta, 
which soil low vegetation. Steroid content of pooled 
dairy milk is not known to vary with seasons. 


ULNAR NERVE PALSY 


To THE Epitor:—A 44-year-old irrigation farmer from 
the Pecos Valley of New Mexico complains of weak- 
ness and numbness in the distribution of the ulnar 
nerve of the right arm of 18 months’ duration. Ex- 
amination reveals diminution in the sensory distribu- 
tion of the ulnar nerve in the hand, mild interosseous 
atrophy, weakness of grip and of finger spreading, 
together with a positive Froment’s paper sign. The 
ulnar nerve is palpable in the ulnar notch and is 
cord-like in consistency in this area as compared to 
the left or normal extremity. The patient is in good 
health and has sustained no injury at any time, 
either to his neck or to his arm, that might affect the 
ulnar nerve. His farm and the adjacent farming 
areas are frequently sprayed with large quantities 
of the following insecticides: chlorophenothane 
(DDT), benzene hexachloride, and parathion. Could 
his prolonged exposure to industrial insecticides of 
this nature have any bearing on the development of 
a unilateral sensory and motor ulnar palsy? 


A. E. Luckett, M.D., El Paso, Texas. 


This inquiry was referred to two consultants, whose 
respective replies follow.—Eb. 


Answer.—Observations concerning the three insect- 
icides mentioned may preferably be stated separately. 
Concerning chlorophenothane (DDT), there has been 
no report of definite chronic poisoning as such, even 
with its widespread use. There has been some indica- 
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tion of muscle weakness and a general increasing 
tremor after exposure to this insecticide. In the event 
of continuing excessive exposure to chlorophenothane, 
there would certainly be expected some liver involve- 
ment prior to the symptoms reported. The same ob- 
servations may be made concerning the benzene 
hexachloride. Repeated doses of parathion at frequent 
intervals are somewhat additive, but there has been 
no indication up to the present time of chronic mani- 
festations in man. Muscular twitchings have been re- 
ported, but these result from single high exposures 
rather than from a continuing absorption through its 
use as an insecticide. The prolonged exposure to indus- 
trial insecticides would not be expected to be a factor 
in the development of a unilateral sensory and motor 
ulnar palsy. 


ANswER.—Neuritis caused by exposure to toxic 
agents usually involves multiple nerves. The symp- 
toms and findings noted in this case suggest a lesion 
limited to the ulnar nerve. Presumably the disability 
developed gradually. In the majority of such cases 
the site of injury to the nerve is at the elbow. Often 
the patient is unaware of the nature of such an injury, 
which may include fracture of the elbow in childhood 
and long before onset of symptoms of neuritis, when 
the complication is usually designated tardy ulnar 
palsy, osteoarthritis, compression of the nerve inci- 
dental to leaning on the elbow, and dislocation of the 
nerve from its groove over the internal epicondyle of 
the humerus on flexion of the elbow. Induration of 
the affected nerve, as compared with its fellow on the 
uninvolved side, was mentioned. This also suggests 
that the site of the lesion is at the elbow. Roentgeno- 
grams of the elbow and electromyographic exam- 
ination, if available, would be helpful. The usual 
treatment is transplantation of the nerve to the anterior 
aspect of the elbow, where he nerve will be out of 
harm's way. 


ENEMA AND EXAMINATION OF FECES 
To THE Epitror:—Is information available as to whether 
the Fleet enema interferes with the detection of 
amebas in the routine study of stool specimens? 
Louis J]. Steiner, M.D., Detroit. 


ANSWER.—There appears to be no direct evidence 
in the literature on which to base a reply to this ques- 
tion. The main reasons for giving a cathartic agent such 
as Epsom salts for the collection of stools are (1) to 
increase the number of parasites in the specimen by 
causing the excystation of those cysts present in the 
intestine, (2) to produce an already mixed stool from 
which a representative small sample may be ex- 
amined, and (3) to obtain a fecal sample at a more- 
or-less controlled time when convenient for immediate 
laboratory examination. It is likely that only the last 
objective would be accomplished by the use of the 
Fleet enema. In addition, the stool would be diluted, 
making reconcentration necessary. In_preliniinary 
tests, the fluid of the enema plasmolized trophozoites, 
rendering them undiagnosable. The effect on cysts, in 
the few experime ‘s performed, did not appear to be 
deleterious. 
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POSTMENOPAUSAL PURPURA 

To tHe Eprror:—A woman has what seems to be a 
capillary vessel condition. She is 52 years of age and 
passed the menopause at 45, with very little dis- 
comfort. When dressing, if she pulls a sleeve over 
her arm, without any pressure, several small hemor- 
rhages will appear in the skin; there is no seepage or 
destruction of ihe epidermis. Brushing by a door 
does the same thing, and the hemorrhages last from 
one to two weeks. There is no itching. I have pre- 
scribed K and E vitamins but no local treatment. Is 
this a platelet condition? M.D., Kentucky. 


ANswerR.—In postmenopausal women it is not too 
uncommon for a nonthrombocytopenic type of pur- 
pura to occur. This has been attributed to increased 
capillary permeability, perhaps secondary to skin 
atrophy, with loss of intracellular support. No therapy 
is of definite value in strengthening the capillaries, al- 
though many agents have been tried, including prepa- 
rations such as rutin and citrus flavonoid compound. 
Before such a diagnosis can be established, one has to 
rule out coagulation abnormalities and make certain 
that the platelet count is normal. In such cases, the 
bleeding time may be normal or prolonged and the 
tourniquet test likewise normal or abnormal. 


BCG VACCINATION 


To THE Eprror:—I would like to comment on the dis- 
cussion of the value of BCG in Queries and Minor 
Notes in Tue Journa, Oct. 13, 1956, page 698. 
Strange as it may sound, BCG vaccination is a pro- 
cedure used on a large scale and yet devoid of any 
theoretical foundation and that for a very simple 
reason: the exact nature of tuberculosis immunity is 
not known. We also do not have any reliable criteria 
to measure the degree of this immunity and, para- 
doxically, measure the effectiveness of BCG vac- 
cination and conferred immunity by an allergic 
tuberculin reaction. Yet we know that allergy and 
immunity in tuberculosis are different and separable 
things. 

If we accept the fact that a “healed” primary tu- 
berculous lesion, manifesting itself by allergic sen- 
sitivity to tuberculin, confers some kind of degree of 
immunity, we should expect a low morbidity and 
mortality rate in countries where the incidence of 
tuberculin reactors is high and in groups of “healthy” 
population with positive tuberculin tests. But the 
opposite is true. The incidence of positive tubercu- 
lin reactors parallels the incidence of morbidity and 
mortality, and the chance that a clinically healthy 
person with a positive tuberculin reaction will de- 
velop tuberculosis in the future is greater than the 
chance that a person with a negative tuberculin 
reaction will do so. 

There is a general tendency to treat the recent 
tuberculin converters in the absence of a clinical 
disease by chemotherapy, with the final goal of re- 
converting the tuberculin reaction to negative. On 
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the other hand, by giving BCG vaccination we 
artificially create new positive reactors, thus simply 
reversing our thinking. It does not sound logical. 
Not only are there immediate dangers of BCG vac- 
cinations in the form of direct complications, but 
some far more serious consequences may follow. 
The controversy about exogenous and endogenous 
types of tuberculous reinfection is by no means set- 
tled: “The argument about endogenous versus exo- 
genous reinfection is best resolved by accepting the 
fact that either may occur” (Hinshaw and Garland: 
Diseases of the Chest, Philadelphia, W. B. Saunders 
Company, 1956). Thus the consultant's opinion that 
“Endogenous reinfections are responsible for all of 
the acute rapidly progressive forms of tuberculosis, 
such as meningitis and miliary disease” is merely 
his personal view and is not an established and gen- 
erally accepted fact. Tuberculous meningitis and 
miliary tuberculosis may develop in the course of 
primary infection, due to the progression of the 
primary complex and penetration of mycobacteria in 
the blood stream. The development of active pul- 
monary tuberculosis and generalization of infec- 
tion of reinfection type may occur not only due to 
endogenous reactivation of the primary focus but 
also due to a formation of a new exogenous focus, 
mostly in the lung parenchyma, with a local de- 
structive reaction (Koch’s phenomenon), which may 
easily lead to erosion of a blood vessel and penetra- 
tion of the infection in the blood stream. Thus by 
sensitizing the person with BCG, we reproduce the 
Koch’s phenomenon in the case of exogenous reinfec- 
tion. A good example of this is tuberculous menin- 
gitis, which still remains the most dreaded form of 
tuberculosis. Today the mortality of tuberculous 
meningitis in children, where meningitis is the im- 
mediate manifestation of primary tuberculous in- 
fection, is about 10% when properly treated. In 
persons who have been known to have had previous 
tuberculous infection, the mortality is much higher, 
probably about 50%, and also higher is the inci- 
dence of neurological sequelae of meningitis in this 
group, due to hyperergic reactions, with the local 
destruction of brain tissue and with embolic and 
thrombotic phenomena. If later in life a person vac- 
cinated with BCG and thus allergic to tuberculin 
gets exposed to tuberculosis and develops meningitis, 
the chances of his survival and cure are inferior to 
that of a person with a negative tuberculin reaction 
at the time of infection. This is true in any form of 
tuberculosis. 
The decline in tuberculosis morbidity and mor- 
tality parallels the drop in the incidence of tubercu- 
lin reactors. In the light of this fact, resorting to 
artificial creation of new positive tuberculin reactors 
for protection against tuberculosis seems to be de- 
void of a solid foundation. There are highly effective 
preventive measures in fighting tuberculosis without 
any necessity of resorting to BCG vaccination. 
Constantine Vishnevsky, M.D. 
417 McKinley Ave. N.W. 

Canton, Ohio. 
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